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In the past twenty years, the number of adults diagnosed with diabetes has more 
than tripled, with the diagnosis rates expected to continue increasing. While much 
research has investigated a variety of biophysical and psychosocial health outcomes in 
clinical contexts for individuals with diabetes, little research examines how individuals 
with diabetes communicate about their condition with others. These studies explore how 
employed individuals with diabetes manage family and workplace communication 
regarding their condition, and how the diabetes-related health outcomes of diabetes self-
management behaviors and diabetes quality of life are influenced. Further, these studies 
use the Communication Privacy Management Theory to examine how the roles of 
information ownership and information control influence the aforementioned 
relationships. Results found that both the family and workplace environments play 
important roles in the process of communicating about diabetes in both the family and 
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CHAPTER I  
INTRODUCTION  
 
The Importance of Studying Diabetes 
According to the Centers for Disease Control and Prevention [CDC] (2017a), 
over 30 million people in the United States have diabetes, yet one in four are 
undiagnosed. Diabetes is currently the seventh-highest leading cause of death in the 
United States, although it is thought to be underreported. If diabetes is left untreated and 
blood glucose levels are not controlled, many serious complications can arise such as 
heart disease and stroke, blindness, kidney failure, and lower-limb amputation (CDC, 
2017b). The CDC (2017a) estimated that diabetes-related care cost $245 billion in 2012 
in both direct and indirect costs (e.g., insurance premiums, insurance co-pays, 
medications, etc.). Further, it is estimated people with diabetes face double the medical 
costs of those without diabetes. By these numbers the current model for healthcare is 
unsustainable, placing an intense financial burden on both practitioners and patients. 
Diabetes comes in several forms and affects people of all ages, including 
children, young adults, pregnant women, and adults. Historically, the majority of 
diabetes diagnoses in adults are type 2 (approximately 90%) or type 1 (approximately 
5%). Both type 1 and type 2 diabetes require extensive glucose management, with the 
majority of care occurring outside the clinical context. Often, recommendations for 
diabetes management include working closely with a healthcare professional (e.g., an 




insulin shots or insulin pump therapy is needed in order to survive. Because diabetes is a 
chronic condition, it cannot be cured, but is instead managed (CDC, 2017a). The long-
term management of such a disease involves the ability of patients to manage their 
communication about private health information with a variety of individuals—including 
healthcare providers, family members, workplace colleagues, and friends—to effectively 
manage the disease. 
Communicating about Diabetes 
Communication between individuals about diabetes has been established as 
important for diabetes patients’ health outcomes, including physical activity and 
increased medication adherence (Amuta, Jacobs, & Berry, 2017; Koenig et al., 2014). 
Research shows that disclosing private health information (such as diabetes-related 
information) can lead to positive health outcomes for the diabetes patient such as 
increased social support (Karlsen, Oftedal, & Bru, 2011) and increased diabetes 
knowledge (Hahn et al., 2015). Further, communication between family members and 
diabetes patients about diabetes can increase the willingness of the family members to 
follow behavioral recommendations such as preemptive dietary modification and 
HbA1C testing (Manoogian, Harter, & Denham, 2010) or even genetic testing to see if 
one is at risk for developing diabetes (Gallagher et al., 2015). Some participants in Burke 
and colleagues’ (2006) study of people with diabetes’ perspectives also indicated that 
communication with their workplace was vital for their overall diabetes health. 
Specifically, the researchers found that diabetes patients who communicated with their 




complications felt they had more positive health outcomes. Therefore, understanding the 
disclosure choices diabetes patients make when deciding to discuss their diabetes with 
family members or workplace colleagues is important.  
Currently, most research investigating communication about diabetes focuses on 
patient-clinician communication processes, including uncertainty (Middleton, LaVoie, & 
Brown, 2012) and palliative care due to the increased number of comorbidities 
associated with diabetes (Dunning & Martin, 2018). Other studies investigate biomedical 
health outcomes such as decreased obesity or physical activity promotion (Amuta, 
Jacobs, & Barry, 2017; Blake et al., 2016). Clinical communication studies have also 
examined health literacy levels and medication adherence, with increased patient-
clinician communication improving both (Huang, Shiyanbola, & Smith, 2018). While 
understanding the interactions between clinicians and patients is important, much of the 
management of diabetes is taking place outside the clinic (Bennich et al., 2017), 
meaning to best serve diabetes patients, scholars need to focus attention on the types of 
communication occurring outside the clinic.   
To best manage diabetes care, patients must manage disclosures about their 
condition within their family and often in the workplace—as these two contexts are 
where patients spend most of their time. Research has shown that positivity regarding 
diabetes care from family members and workplace colleagues often leads to more 
beneficial health outcomes and increased social support for patients (Thomas, Jones, 
Scarinci, & Brantley, 2007). The act of disclosing private health information, such as a 




positively impacting physical health outcomes (Thompson, Robinson, & Brashers, 
2011). However, not all disclosure may lead to positive outcomes; for example, 
Middleton and colleagues (2012) found that familial communication about diabetes 
increased the diabetes patient’s uncertainty. Further, most adults spend over half their 
waking hours at work, and the conversations that happen between a diabetes patient and 
peers, colleagues, or supervisors likely encompass health issues (Ruston, Smith, & 
Fernando, 2013). It is important to understand how diabetes patients disclose in these 
spaces because a lack of communication (e.g., receiving insufficient empathy) can lead 
to negative health outcomes, such as nonadherence or decreased relationship satisfaction 
(Jangland, Gunningberg, & Carlsson, 2009). Such findings demonstrate why privacy 
management is important to both understand and navigate communication about diabetes 
from the perspective of a diabetes patient.  
Diabetes as Private Information 
In the United States, we consider most health information to be private. For 
people with chronic conditions, this feeling is particularly strong (Guerrero & Afifi, 
1995). Several reasons exist as to why people with diabetes choose not to disclose, 
including stigmatization, a fear that others will not understand and will, therefore reject 
them, and loss of control over one’s identity (Kundrat & Nussbaum, 2007). The 
stigmatized nature of a chronic condition diagnosis can complicate an individual’s 
disclosure process. For example, in the family, disclosure among siblings positively 
predicts perceived understanding (Martin, Anderson, & Mottet, 1997). Yet, Brashers, 




likely to disclose to family members if they anticipate familial rejection on account of 
their health status.  
In the workplace, deciding whether to disclose diabetes information can also 
impact one’s health directly. Olesen and colleagues (2017) found that individuals with 
type 2 diabetes who do not disclose their condition at work face a perception of not 
being respected by their superiors. For example, certain diabetes self-management tasks, 
such as dosing insulin before meals, may extend time away from work. If an employee 
does not disclose his/her reasoning, an employer may simply assume that the individual 
is lazy or unmotivated. Yet, Butler and Modaff (2016) found that individuals managing a 
chronic illness at work often choose not to disclose to colleagues in order to not 
jeopardize continued employment. This research showing the benefits and detriments of 
revealing and concealing diabetes information provide a justification for why it is 
important for diabetes patients to better understand how to best manage their privacy 
regarding their diabetes.  
Research has long described the role of privacy as an important component of 
disclosure research (Petronio & Gaff, 2010). Communication Privacy Management 
(CPM) Theory was developed by Sandra Petronio (2002) to examine how people 
manage private information. CPM examines disclosure as a dialectical process using 
metaphorical boundaries, with an individual attempting to both reveal and conceal 
private information. For individuals with chronic conditions such as diabetes, privacy is 
particularly important to understand as the health condition is inescapable and can affect 




excellent theoretical framework within which to examine the communicative processes 
of private information management for individuals with diabetes. This theory is 
particularly useful given that it has been well-established in examining how people with 
various health conditions manage their private information.  
Goals of the Present Study 
As the number of diabetes diagnoses increases, it becomes more important than 
ever to improve our understanding of the communication processes individuals utilize 
when deciding how to manage their private health information. In order to better 
understand how people with diabetes manage their private health information, we need 
an increased sense of how privacy and communicative environments impact health 
outcomes. More specifically, we need to better understand how these communicative 
environments, and privacy management processes, impact diabetes self-management 
behaviors and diabetes quality of life. 
The purpose of this dissertation is twofold. First, I will investigate how two 
health outcomes (diabetes self-management behaviors and diabetes quality of life) are 
affected by one’s family and workplace communicative environments. Second, I 
examine how privacy variables (information control and information ownership) affect 
the relationships between communicative environment and diabetes-related health 
outcomes. In doing so, I hope to create and test two conceptual models, one for the 
family context and one for the workplace, that can further inform our current 




CHAPTER II  
LITERATURE REVIEW 
 
The number of people with diabetes increases every year, impacting families and 
workplaces as individuals face many choices relating to self-care, information 
management, and requesting workplace accommodations. As the number of diagnoses 
rises, it is becoming more important to understand (1) how communicative environment 
impacts how individuals manage their private health information related to diabetes and 
(2) how these disclosure decisions impact their diabetes health outcomes. In particular, 
the roles of the family and workplace environment on diabetes disclosures has been 
understudied in how people with diabetes decide to disclose information to others; 
likewise, the role of information ownership and information control in privacy 
management processes has been largely ignored. Therefore, this chapter will discuss 
existing literature related to the ways in which communication about diabetes influences 
health outcomes. Specifically, the influence of both familial environment (Study 1) and 
workplace environment (Study 2) will be discussed as predictors of diabetes outcomes. 
Further, Communication Privacy Management will also be described in more detail, as 
well as how it will be utilized in this study. Hypotheses will be presented throughout this 
chapter.  
Understanding Diabetes 
Diabetes affects millions of people, and the number of those diagnosed continues 




adults in the United States will have diabetes by 2050 (CDC, 2017a). Diabetes is a broad 
term, encompassing several types of diabetes, including type 1, type 2, gestational, and 
several monogenic forms, as well as prediabetes (Centers for Disease Control and 
Prevention [CDC], 2017a). Each of these types may be somewhat similar in nature as 
they each affect blood glucose levels, but often are quite different, particularly regarding 
their causes. Further, the management of each type can vary; patients with type 2 
generally manage their condition with diet and exercise combined with oral medication, 
while patients with type 1 generally manage their condition with insulin injections or an 
insulin pump. Diabetes is unique in that there are many different types, yet media 
portrayals often reference it without type-specification, making it difficult for the 
average person to understand the complexity of a diabetes diagnosis (Gounder & Ameer, 
2018). The lack of type-specification found in most media representations is problematic 
as it increases risks of negative stereotypes and stigma (Gounder & Ameer, 2018). 
 Type-specification of diabetes has been established as important to designate in 
communication research. Most studies examining patients with type 1 diabetes, for 
example, focus on parent-child communication (DeBoer et al., 2017; Viikinsalo, 
Crawford, Kimbrel, Long, & Dashiff, 2005), while the majority of studies examining 
patients with type 2 diabetes primarily discuss communication technologies such as 
mHealth or eHealth (Katz, Mesfin, & Barr, 2012; Park, Burford, Nolan, & Hanlen, 
2016) or health campaigns (Rogers et al., 2014; Schneider et al., 2013). Because 
previous research typically focuses on type-specific health processes, it has been 




patients in general. Yet, in doing so, our understanding of how people with diabetes 
(regardless of type) may understand and manage their condition is limited, as people 
with diabetes may actually manage their diabetes more similarly than differently. For 
example, as stated above, since the majority of type 1 diabetes diagnoses are made in 
childhood (CDC, 2017a), parent-child communication has been a primary focus of 
study, with less being known about how individuals with type 1 manage their health 
after adolescence. Yet, even with some treatment differences, diabetes patients as a 
whole must manage their physical activity levels, diet, and medication in some way. 
This study, therefore, will attempt to bridge this gap in the literature by examining 
people with diabetes broadly.  
Communicating about Diabetes 
Communication between individuals in close relationships has been established 
as important in decision-making processes, as well as physical health (Street, 2003; 
Westerman, Miller, Reno, & Spates, 2015). Specifically, close relationships such as 
family members or workplace colleagues are particularly important for health outcomes 
(Duggan, 2006). Research shows that disclosing private health information to close 
relational others can lead to positive health outcomes such as increased physical well-
being and quality of life (Rains & Keating, 2015), decreased uncertainty, and increased 
emotional well-being (Shim, Capella, & Han, 2011). In this section, I will discuss the 
impacts of communicating about diabetes regarding two specific health outcomes of 




discuss literature on communication about diabetes specifically within the family and the 
workplace contexts.  
Impacts of Communicating About Diabetes 
Individuals with diabetes face a crossroads when it comes to managing their 
private health information: to disclose their condition to relevant individuals (e.g., 
family, coworkers, friends) or to conceal. Several health consequences can result based 
upon an individual’s diagnosis of diabetes, and subsequent private health information 
management (Diabetes UK, 2009). Often, family members influence these health 
decisions through communication (Pecchioni & Keeley, 2011) as do peers in the 
workplace (Helens-Hart, 2017). While disclosing a diagnosis of a chronic illness like 
diabetes to others may allow a patient to seek social support, thereby providing 
opportunities to relieve stress or depression, it may also make an individual vulnerable to 
rejection or discrimination. Since better communication is shown to lead to better health 
outcomes, these factors are vital for acknowledgement and study in the diabetes context 
(Pecchioni et al., 2006). Of particular importance are both diabetes self-management 
behaviors and diabetes quality of life.  
Diabetes Self-Management Behaviors  
Research has well documented the importance of managing one’s diabetes 
through diabetes self-management behaviors, with increased self-management practices 
lowering one’s risk of morbidity and mortality (Heisler, Bouknight, Hayward, Smith, & 
Kerr, 2002). Approximately 95% of all diabetes management is self-management, rather 




Francis, & Chapman, 2013; Hinder & Greenhalgh, 2012). These daily self-management 
practices often include carbohydrate counting (potentially coupled with diet changes), an 
exercise regimen, monitoring of blood glucose levels, calculating insulin needs, and 
administering medications, among others (Rankin, Harden, Jepson, & Lawton, 2017).  
Research has established the importance of patient-physician communication on 
a diabetes patient’s self-management practices (Heisler, Cole, Weir, Kerr, & Hayward, 
2007). Less understood, however, is how the impacts of disclosure, an important facet of 
privacy, with close relational others affects health outcomes such as diabetes self-
management behaviors (Drummond, 2005). Choosing to conceal private health 
information related to diabetes can lead to specific negative health outcomes, such as 
depression and increased A1C levels, the latter of which is a direct result of poor 
diabetes self-management (Pyatak et al., 2013). These self-management tasks affect both 
the individual and the family system who generally provides support for the patient 
based on the family’s adoption of the behaviors, with better patient health outcomes 
associated with the family’s involvement (Jones, Beach, & Jackson, 2003). Rasmussen 
and colleagues (2016) found that patients with type 2 diabetes often choose not to 
disclose at work because they fear that they may not stay employed, thereby increasing 
uncertainty in the diabetes patients and making it difficult to adhere to specific required 
diabetes self-management behaviors. Yet, these studies are among the few that examine 
diabetes disclosure and diabetes self-management behaviors. Another health outcome of 





Diabetes Quality of Life  
Chaudoir and Fisher (2010) claim that disclosing concealable stigmatized 
identities, or information that society does not see value in, such as health conditions like 
diabetes, can impact many facets of an individual’s life (Quinn, 2006). Disclosing 
diabetes-related information can lead to negative outcomes such as stress, depression, 
worry about others’ responses, anxiety, and low levels of self-efficacy in diabetes care, 
therefore decreasing a diabetes patient’s quality of life (Dennick, Bridle, & Stuart, 2015; 
van Esch et al., 2012; Pollitt, Muraco, Grossman, & Russell, 2017). Other studies echo 
these findings. For example, Schabert and colleagues (2013) state that diabetes-related 
stigma can cause feelings of anxiety, rejection, exclusion, guilt, low self‑esteem, and 
depression. Specifically, stress related to disclosure has been associated with 
expectations of rejection, which can therefore lead to poor quality of life (Meyer, 2003). 
Yet, other studies have demonstrated that nondisclosure also can be stressful. One 
communicative environment that often has specific and long-lasting influence on an 
individual’s diabetes self-management and quality of life outcomes is the family. 
Family (Study 1) 
An individual’s family communicative environment can significantly impact the 
ways in which an individual discloses information about his or her diabetes. Research 
has shown that family communication is vastly influential on an individual’s behaviors, 
satisfaction with their family, and even health outcomes (Dashiff, Hardeman, & McLain, 
2008; Rosland, Heisler, & Piette, 2012; Pecchioni, Thompson, & Anderson, 2006). 




multiple pathways through which family interaction and communication impact mental 
and physical health outcomes. Further, Baiocchi-Wagner and Talley (2013) found a 
direct relationship between frequency of health-specific conversations and health 
behaviors. Other health and family satisfaction outcomes, including decreased conflict, 
increased agreement, and mental health have been associated with familial 
communication (Braithwaite, Marsh, Tschampel-Diesing, & Leach, 2017; Schrodt & 
Afifi, 2007). For patients with diabetes, the link between family and health outcomes is 
particularly important as these health outcomes have included chronic illness 
management – specifically, lifestyle changes such as diet and exercise changes (Jones, 
Beach, & Jackson, 2004). One specific way in which scholars have shown the 
importance of family communicative environment is through Family Communication 
Patterns Theory (FCPT).  
FCPT models how families create and maintain patterns of communication 
through two dimensions: 1) conversation orientation, and 2) conformity orientation 
(Koerner & Fitzpatrick, 2005). Conversation orientation is defined as how open the 
communication climate is, with all members of the family able to communicate freely 
about many topics (Koerner & Fitzpatrick, 2005). A family characterized as having a 
high conversation orientation is more likely to have a higher number of interactions and 
value frank conversations between family members, even children. Conformity 
orientation is how families are encouraged to think, value, or behave in a homogenous 
manner. Hesse and colleagues (2017) created a newer version of the conformity scale, 




where warmth and closeness are still encouraged, even while rules are prioritized. I will 
be using several established measures of FCPT concepts beginning with conversation 
orientation. As I review the literature on family communication and health outcomes, I 
will propose several hypotheses about the specific relationships between family 
communicative environments and diabetes health outcomes. 
Open Communication and Supportive Environment  
Open communication about diabetes in the family is particularly important for an 
individual managing diabetes, especially regarding their diabetes self-management 
behaviors and diabetes quality of life (Drummond, 2005). Specifically, open discussions 
about diabetes, as well as attentive responses by family members during these 
conversations, positively predict health outcomes related to diabetes, such as improved 
glucose control and reduced risks of mortality (Rosland, Heisler, & Piette, 2012). 
Pecchioni and Keeley (2011) acknowledge that individuals with chronic illnesses are 
typically more reliant on others for support than those without a chronic condition. 
Karlsen and colleagues (2011) concur that supportive behaviors from family lower 
diabetes distress for the patient. Other open family communicative behaviors that 
improve diabetes health outcomes include communicating emotional support to the 
diabetes patient (Baek et al., 2014), increased patient communicative ability and 
motivation (High & Scharp, 2015) and information sharing about diabetes (Zhao, 2014). 
Yet, not all communicative behaviors within the family lead to positive 
outcomes. While the majority of individuals with diabetes understand that diabetes 




discussed within the family (Priya, Kalra, Grewal, & Dardi, 2018; van Esch et al., 2012). 
Reasons for avoidance have previously included fear of causing anxiety for family 
members, shame, embarrassment, and a focus on complications and even death 
(Mathew, Gucciardi, De Melo, & Barata, 2012). Therefore, it is important for family 
members to understand how their communication, no matter how well-intended, with a 
diabetes patient may impact that person’s diabetes health management.  
Given that an open and supportive communicative environment is typically 
positively correlated with positive health behaviors, it is likely that individuals from 
families high in open communication, or conversation orientation, will also care for their 
diabetes more carefully, and have a more positive quality of life related to their diabetes. 
Therefore, my first hypotheses are proposed: 
H1a: Conversation orientation is positively related to engaging in more effective 
diabetes self-management.  
H1b: Conversation orientation is positively related to diabetes quality of life.  
Adherence to Hierarchy in the Family 
Research has also shown family environments that enforce strict adherence to 
hierarchy and authority can influence how families communicate about health and health 
outcomes (Dashiff, Hardeman, & McLain, 2008; Rosland, Heisler, & Piette, 2012). 
Some family types are characterized by their practice to think or behave in a manner 
similar to the rest of the family members. A family with this type of communicative 
pattern will have high interdependence between family members and higher expectations 




A family with this focus on homogeneity, or a higher conformity orientation, can 
negatively impact health behaviors through fewer discussions and higher conflict 
avoidance (Hesse, Rauscher, Goodman, & Couvrette, 2017).  
In their systematic review of family communication about chronic illnesses 
(including diabetes), Rosland and colleagues (2012) found that families focusing on 
control and overprotective behaviors were associated with increased negative health 
outcomes for the patients. Other family communication effects, such as choosing to 
conceal information from family members, have been shown to increase dissatisfaction 
in families (Vangelisti & Caughlin, 1997). A family having a communicative 
environment prioritizing authority and hierarchy will be less likely to speak on a wider 
variety of topics, typically with the parents leading and regulating all conversations 
(Schrodt, 2009). Therefore, a focus on family structures and roles can suppress an 
individual’s communication with other family members, limiting the potential for some 
individuals to speak about their health concerns (Afifi & Olson, 2005; Barnett, Miller-
Perrin, & Perrin, 2004).  
As stated previously, individuals from families high in cold conformity are likely 
to desire to maintain the homogeneity of the family structures through family rule 
adherence. Therefore, they decrease their likelihood of discussing private information 
with family members in an effort to not upset the family members, even if the 
information may be important to caring for their diabetes or potentially improving their 





H1c: Cold conformity orientation is inversely related to engaging in more 
effective diabetes self-management.  
H1d: Cold conformity orientation is inversely related to diabetes quality of life.  
Structure and Rules in the Family 
Some research has proposed that hierarchy and authority may have negative 
effects on family health communication and health outcomes. Yet, simultaneously 
having warmth and closeness encouraged within the family system, or higher levels of 
warm conformity, may mitigate some of the negative health outcomes (Hesse et al., 
2017). A family high in warm conformity will have clear sets of rules and identified 
values, yet will focus on being a positive influence on other family members. This type 
of family communicative environment could potentially affect how diabetes patients 
interact with their healthcare practitioners. For example, if a diabetes patient comes from 
a family high in warm conformity, she may more closely adhere to the rules set by the 
authority figure (the practitioner) since the patient is familiar with authority figures such 
as parents having her best interests in mind even while expressing specific beliefs or 
values. Therefore, the patient may enact more positive diabetes self-management 
behaviors, such as increased physical activity or medication adherence, as a function of 
the family communicative environment.  
Currently, there is less understanding regarding how warm conformity may 
influence communication patterns. Some early studies on warm conformity find that a 
family who promotes their ideas where warmth and closeness are still encouraged, even 




while maintaining openness with family members (Hesse et al., 2017), thereby possibly 
affecting their diabetes health outcomes. The family system’s communicative patterns 
can subsequently influence how an adult decides to manage their health information. 
Therefore, I propose the following hypotheses. 
H1e: Warm conformity orientation is positively related to engaging in more 
effective diabetes self-management.  
H1f: Warm conformity orientation is positively related to diabetes quality of life.  
Workplace (Study 2) 
Similar to family communication, research has established the workplace as a 
communicative environment that can influence an individual’s workplace satisfaction 
and health outcomes (Buden et al., 2016; Westerman et al., 2015). Communication with 
peers, colleagues, and supervisors at work has been shown to directly influence how an 
individual manages their health (Westerman et al., 2015). For example, Shier and 
colleagues (2018) found that negative communicative interactions between workers 
contributed to a decrease in employee life satisfaction. More specifically, several health 
and workplace satisfaction outcomes have been associated with openly communicating 
about diabetes in the workplace, including more effective disease management, 
increased social support, and work arrangement modifications (e.g., adjustments to the 
physical environment) (Munir, Leka, & Griffiths, 2005; Ruston, Smith, & Fernando, 
2013). Since workplace disclosure is positively associated with diabetes self-
management behaviors at work, it is important for organizations to understand how their 




2013). As I review the literature on workplace communication and health outcomes, I 
will propose several hypotheses about the specific relationships between workplace 
communicative environments and diabetes health outcomes. 
Open Communication and Supportive Environment  
Individuals in the workplace often face a gray area of to whom, how, and when 
to disclose health information (Westerman et al, 2015). Yet, research shows that open 
communication in the workplace can impact health outcomes. Managing one’s condition 
is necessary for employed diabetes patients who work, requiring communication 
regarding certain tasks so that health status can be monitored and health outcomes 
improved, particularly since most adults spend over half their time at work (Hakkarainen 
et al., 2016; O’Brien & Brown, 2008; Ruston, Smith, & Fernando, 2013). For example, 
well-being in the workplace has been found to be positively improved by open 
communication (Mastroianni & Storberg-Walker, 2014). While an open workplace 
environment, and subsequently increased workplace disclosure, is positively associated 
with more effective diabetes self-management (Bose, 2013), people with diabetes are 
significantly less likely than individuals with other chronic conditions to disclose their 
condition at work and therefore more likely to conceal their private health information. 
In a workplace where open communication is not valued, diabetes patients can face 
negative outcomes such as increased absenteeism due to sickness, higher medication 
needs, and perceptions of not being respected upon disclosing their condition (Olesen et 
al., 2017). Further, individuals with diabetes may need specific disability 




that discourages open communication may inhibit self-management behaviors (Bose, 
2013). Diabetes patients may also experience difficulties in finding or keeping 
employment, accessing healthcare, and obtaining an education (Sanders Thompson, 
Noel, & Campbell, 2004), thereby decreasing satisfaction.  
We know that workplace communicative environment can affect specific health 
outcomes (Munir, Leka, & Griffiths, 2005; Ruston, Smith, & Fernando, 2013). What is 
less understood, however, is how processes that have been tested in the family context 
may similarly function in the workplace environment. I predict that an open and 
supportive communicative environment in the workplace functions similarly to how it 
functions in the family context. Specifically, an individual who is employed at an 
organization that promotes high levels of conversation should have similar effects on 
diabetes health outcomes as that of an individual in a family that prioritizes open and 
supportive communication. Therefore, my next set of hypotheses is proposed: 
H2a: Workplace conversation orientation is positively related to engaging in 
more effective diabetes self-management.  
H2b: Workplace conversation orientation is positively related to diabetes quality 
of life.  
Organizational Norms 
Examining how organizations develop cultures of health, defined as “a 
workplace that places value on and is conducive to employee health and well-being” 
(Kent et al., 2016), has become an area of interest for many scholars (Johnson & 




norms, shared values, and a supportive environment each a priority for creating and 
maintaining a culture of health in the workplace (Flynn et al., 2018). Three factors 
related to communication in particular positively impact an organization’s health culture, 
or how an organization maintains and improves employee health and well-being: 
leadership commitment, social and physical environmental support, and employee 
involvement (Kent et al., 2016). Yet, it is also through (often) unspoken and informal 
channels that health values are communicated by individuals within an organization 
(Costas & Grey, 2014). Specifically, the process of communicating private health 
information within the workplace is complicated, potentially affecting how an employed 
individual with diabetes may choose to disclose (or not disclose) diabetes information at 
work.  
Similar to a family communicative environment that prioritizes rules, a 
workplace environment that fosters strict rules about communication as a part of their 
culture is not conducive to diabetes disclosures, thereby negatively impacting health 
outcomes. In their systematic review of pertinent research studies, Flynn and colleagues 
(2018) discuss how specific norms within the organization can influence health 
outcomes of employees, including improvement in self-reported physical health 
(Halbesleben & Wheeler, 2010) and increased physical activity (Schwartz, Aytur, 
Evenson, & Rodriguez, 2009). Since diabetes has become more prevalent, and its 
potential negative effects on employment and work productivity more established, it is 
an important economic concern to examine (Tuncell et al., 2000). Westerman and 




how an individual processed their thoughts and feelings about disclosing a health 
condition at work. They found that feelings of stigma as well as privacy impact an 
individual’s disclosure of health information at work. Further, Ramarajan and Reid 
(2013) discuss how an organization’s environment and practices shapes how individuals 
manage stigma related to their identity (e.g., status as a person with diabetes). The norms 
within the organization may therefore either prompt disclosure or dissuade individuals 
from disclosing health information.   
Similar to the chilling effect in families (Afifi & Olson, 2005), communicative 
environmental pressures can have negative effects on health outcomes in the workplace. 
Like the familial environment, the workplace is shown to have an impact on how an 
individual manages their privacy (Westerman et al., 2015), particularly as a focus on 
hierarchy in the workplace can be indicative of organizational control (Kabo, 2017). 
People may choose not to disclose because of privacy concerns but the communicative 
environment may prime some individuals to be more willing to disclose their health 
information in the workplace. A workplace fostering a communicative environment that 
prioritizes rules and hierarchy can affect diabetes health outcomes. For example, Browne 
and colleagues (2013) found that, among employed adults with diabetes, practices such 
as employment opportunity limitations and travel restrictions formally exist. When an 
individual is diagnosed with diabetes in a workplace where these formal processes exist, 
s/he may decide to avoid disclosing their condition to supervisors, even if it means that 
they cannot appropriately manage their healthcare at work. Other, informal, processes 




having their medical condition mistaken for another stigmatized condition – either of 
which may contribute to the avoidance of diabetes disclosures. While there may be 
benefits to disclosing (e.g., legal requirements for workplace accommodations), there 
may also be costs (e.g., colleague stigma) that increase concealment (Sanders 
Thompson, Noel, & Campbell, 2004). Therefore, an organization focusing on control 
and hierarchy can affect employed diabetes patients’ health outcomes directly.  
While conformity in the family has been extended to include both cold and warm 
conformity, such constructs have similarities with ones in the organizational context. 
Namely, conformity in the workplace has been established through Weibel and 
colleagues’ (2016) output control, process control, and normative control. According to 
Weibel and colleagues (2016), three specific types of control in the workplace context 
exist. First, output control focuses on the extent to which standards are set, progress is 
monitored, and goal attainment is rewarded. Second, process control relates to the extent 
of written rules regarding activities and procedures in the organization. Third, normative 
control refers to the presence of formal and informal consequences for the violation of 
norms, ethics, and organizational values. Yet, I predict that each of these will act in a 
similar manner as warm conformity in the family communicative environment. 
Therefore, my next set of hypotheses are proposed: 
H2c: Workplace output control is positively related to engaging in more effective 
diabetes self-management. 




H2e: Workplace process control is positively related to engaging in more 
effective diabetes self-management. 
H2f: Workplace process control is positively related to diabetes quality of life.  
H2g: Workplace normative control is positively related to engaging in more 
effective diabetes self-management. 
H2g: Workplace normative control is positively related to diabetes quality of 
life.  
Communication Privacy Management Theory 
Research has demonstrated the importance of examining the impact of family 
communication on privacy management (Hays, Maliski, & Warner, 2017; Rauscher, 
Hesse, Miller, Ford, & Youngs, 2015) as well as the importance of the workplace 
communicative environment on privacy management (Westerman et al., 2015). So far, I 
have discussed that diabetes is a health issue affecting millions of individuals, and that 
the number only continues to increase each year. Further, I have demonstrated the link 
between communicative environment in the family and the workplace and diabetes 
health outcomes. The relationship between communicative environment and diabetes 
health outcomes is likely influenced by how individuals manage privacy within the 
family and workplace. Understanding how people manage their privacy is particularly 
important since health information is inherently private – particularly diabetes 
information. People with diabetes face many dilemmas when deciding how to manage 
their private health information. The newly diagnosed, as well as those who have had 




deciding how much information to share with other individuals, whether for family 
health history purposes or for disability accommodation purposes in the workplace. How 
an individual perceives his or her privacy can influence, therefore, the disclosure 
decisions an individual makes regarding diabetes. Specifically, the communicative 
environment in both the family and the workplace can impact an individual’s approach 
to privacy. In order to better understand the impacts of privacy and communicative 
patterns on diabetes health outcomes, Communication Privacy Management Theory 
(CPM) will be the theory guiding these studies (Petronio, 2002). Using CPM as the 
theoretical framework will explain how privacy issues impact the relationship between 
communicative environment and diabetes health outcomes. In this section, I will explain 
the basics of CPM and how CPM will be useful for the development of these studies. 
Understanding CPM 
Privacy management is a complex process, particularly concerning health issues. 
Yet, CPM has provided a theoretical framework to study privacy and communication 
since 2002. CPM has been utilized in a variety of health contexts in the past, 
demonstrating the effectiveness of the communication theory. According to CPM, 
individuals wishing to reveal or conceal private health information must create rules to 
protect their information (Petronio, 2002). These rules dictate if and how an individual 
can share that information with others. If these rules are not followed, consequences for 
the private information disclosure are often enacted. CPM also uses the metaphor of 




transactional (Petronio & Durham, 2015). Three major processes underlie CPM: privacy 
rule characteristics, boundary coordination, and boundary turbulence (Petronio, 2002).  
Privacy Rule Characteristics 
Privacy rules are developed based upon criteria that allows individuals to decide 
if and when information should be shared with others and are divided into two 
categories: core and catalyst (Petronio, 2002). Core criteria, such as culture and gender, 
refer to reasons people have that for managing private information that are relatively 
static. Catalyst criteria, on the other hand, refer to situational criteria (e.g., context, 
motivation, and risk-benefits ratios) that can be fluid (Petronio, 2013). Privacy rules are 
learned over time through socialization and can be direct or indirect (Petronio, 2002; 
Steuber & McLaren, 2015). While direct rules are clearly stated, making clear to whom 
what information can be disclosed, indirect rules often operate as assumptions, 
potentially leading to ambiguity concerning the information and who may know that 
information. While this study will not directly examine privacy rule characteristics, they 
do underlie the larger process of boundary coordination.  
Boundary Coordination 
Boundary coordination describes how individuals manage their private 
information through boundary permeability, linkages with others, and boundary 
ownership. Once an individual decides to share private information with another, 
creating a boundary linkage, new privacy boundaries must be coordinated. Boundary 
permeability addresses how an individual’s privacy boundaries are porous, or permeable, 




permeability of these boundaries indicates how likely the information is to be revealed, 
with thicker boundaries indicating less permeability, and therefore a lower likelihood of 
the information to be shared. The thinner and more permeable a boundary, the easier 
information can be shared with others. According to Serewicz and Canary (2008), 
families with generally low boundary permeability tend to favor high levels of privacy, 
while families with generally high boundary permeability tend to favor high levels of 
disclosure. This holds similarly for diabetes patients as well, as Priya and colleagues 
(2018) found that tighter boundaries can decrease the disclosure within the family 
system, leading to decreased familial satisfaction.  
Within the workplace context, similar findings have been established. Munir and 
colleagues (2005) described employee disclosure as either partial (e.g., only disclosing 
that there was a condition; a less permeable boundary) or full (e.g., the disclosure of the 
condition as well as how it affected the individual at work; a more permeable boundary).  
Permeability rules are the parameters for how an individual believes and attempts to 
regulate how a co-owner should manage a particular privacy boundary. The rules that 
are negotiated by the co-owners affect how the information is shared with and protected 
from others. For example, Westerman and colleagues (2015) found that individuals 
expect that each employee’s preferred level of privacy should be respected, yet that 
boundaries are not clearly stated for all individuals.  
Information control and ownership addresses how when individuals share private 
information (e.g., a disability), the recipients of that information become co-owners of 




control of diabetes-related information is recognized as being solely that of the 
individual diagnosed. For example, when a diabetes patient decides to share information 
about his/her condition to a supervisor in the workplace, that supervisor now owns that 
knowledge as well. If the organizational environment prioritizes open and supportive 
communication, an individual may feel more comfortable discussing their diabetes. 
Providing this information voluntarily may give the diabetes patient support from the 
supervisor, yet may also raise privacy concerns (Ruston, Smith, & Fernando, 2013; 
Westerman et al., 2015). The new co-owners (i.e., the supervisor) could choose to share 
the disclosure of having diabetes with another colleague or even a family member, even 
if the original owner of the information does not wish the information to be shared. 
Therefore, employed individuals with diabetes must balance their desires to have some 
privacy while maintaining or improving diabetes health outcomes while at work through 
disclosures. When these privacy boundaries are unclear, or managed incorrectly, 
boundary turbulence can occur. 
Boundary Turbulence 
Finally, CPM acknowledges that private information disclosures may encounter 
turbulence, where rules may need to be recalibrated (Pecchioni & Keeley, 2011). This 
process is complicated as there may be many boundaries that are co-owned and must be 
navigated. When boundaries between people are unsuccessfully managed, whether from 
intentional rule violations, or unintentional disclosures, boundary turbulence occurs. One 
reason people coordinate and manage boundaries in specific ways is because they wish 




anticipation of the boundary turbulence itself has been shown to impact whether 
disclosure occurs. When individuals expect negative reactions, or potential boundary 
violations, they may choose to instead conceal the private information proactively. 
Because anticipating boundary turbulence often plays a role in people’s disclosure 
decisions, thereby increasing negative health outcomes, (Rodriguez & Kelly, 2006), it is 
important to consider how privacy boundaries are managed in disclosures about 
diabetes.  
Privacy Orientation 
Privacy orientation refers to the management of privacy boundaries both within 
and outside of the family, and is representative of an individual’s privacy values 
(Petronio, 2002; Carmon, Miller, & Brasher, 2013). Families often have two layers of 
privacy boundaries: internal for those within the family, and external for regulating 
information to non-family members (Petronio, 2002; Serewicz & Canary, 2008). Sharing 
information across these two layers of privacy boundaries are often dictated by family-
created rules, creating linkages between family members. If these rules are broken, many 
families have determined consequences for the individual at fault; for example, 
decreased communication with the specific family member. Carmon and colleagues 
(2013) found that familial satisfaction is increased when individuals feel that family 
members do not interfere with how privacy is maintained. They also state that families 
who develop rules, thereby limiting the information family members are allowed to 
share outside of the family unit, are less likely to perceive satisfaction within the family. 




privacy boundaries affect job satisfaction. Bridge and Schrodt (2013) discuss that not 
only do families impact how privacy inside and outside of the family is managed, but 
also personal privacy orientations. For people with diabetes, who face multiple points at 
which managing their private health information is necessary, families (and 
subsequently, privacy orientation) are highly influential. Individuals can control access 
to the information through the creation of permeable boundaries.  
Using CPM in These Studies 
 Communicative environment (e.g., family or workplace) has been shown to 
impact privacy management processes (Vangelisti et al., 2001; Westerman et al., 2015). 
Yet, these same privacy management processes can also impact health outcomes. For 
example, increased self-disclosure is generally associated with more positive health 
outcomes, such as increased emotional and cognitive processing (Hamilton-West, & 
Quine, 2007), less pain and higher well-being scores (Cepeda et al., 2008), increased 
information-seeking behaviors (Francis, 2018), and improved perceptions of burden and 
decreased stress (Harvey, Sanders, Ko, Manusov, & Yi, 2018). Some studies have 
indicated increased parental involvement is directly associated with a lower HbA1C, or a 
positive biopsychosocial health outcome (Vesco et al., 2010). Yet, adolescents with type 
1 diabetes often feel that a parent is overly intrusive, perhaps wanting to know specifics 
on diet or blood glucose levels, and therefore choose not to disclose their actual self-
management behaviors, leading to poorer control over blood glucose levels (Carmon et 




negotiate the information rights of the parent(s), with which the parent may or may not 
agree, as well as the patient’s own understanding of privacy boundaries. 
Further, how families manage privacy has been shown to impact how people 
communicate about information, even private health information, within the family 
(Carmon, Miller, & Brasher, 2013). In the past, conformity orientation has primarily 
been examined as a singular construct, with families high in conformity orientation more 
likely to have tighter and less permeable privacy boundaries around health information 
(Bridge & Schrodt, 2013). Because cold conformity is thought to operate in a similar 
manner as traditional conformity orientation, it is likely that diabetes information may be 
seen as something too private for a family to discuss for families high in cold conformity 
orientation. Hesse and colleagues’ (2017) development of the warm conformity 
construct adds richness to the idea of conformity, specifically by acknowledging that 
conformity itself does not eliminate potential conversation even about private topics.  
The relationship between family communicative environment and diabetes health 
outcomes has been somewhat established. Yet, research has not clearly indicated the 
effects of privacy management on this relationship. CPM concepts can aid in our 
understanding of this relationship, particularly as diabetes information is seen as private 
in the family (van Esch et al., 2012). Therefore, I expect that the family communicative 
environment leads to specific privacy behaviors, in turn impacting diabetes health 
outcomes. I predict that privacy management, specifically, through information 




communicative environment affects diabetes health outcomes. This prediction leads to a 
potential mediation model which I will test through my next hypotheses (See Figure 1): 
H3: Family information control and family information ownership will mediate 
the relationship between family communicative environment and diabetes self-
management behaviors. 
H4: Family information control and family information ownership will mediate 
the relationship between family communicative environment and diabetes quality 
of life. 
 





In the family, when people make disclosures that are negative (such as a health 
diagnosis), there is a concern of what could happen to them, their peers, and others they 




organizational culture impacts worker disclosure, and control over information is 
particularly important when it comes to managing privacy (Costas & Grey, 2014). 
Swanberg, Macke, and Logan (2006) discuss that organizations should create and 
maintain specific policies to increase worker well-being, since people often are reluctant 
to disclose stigmatized health information. One workplace study on disclosures of 
intimate partner violence found that when supervisors and coworkers were supportive 
and nonjudgmental after the disclosure, and the organization provided policies that were 
linked with resources, the survivors felt less stigmatized and more efficacious in seeking 
help (Kulkarni & Ross, 2016). Yet, if the survivors did not perceive positive potential 
responses from their colleagues or the organization (through policies), they were less 
likely to disclose and therefore less likely to seek care. Therefore, the organization’s 
approach to health information disclosure in the workplace has the potential to both 
positively and negatively impact workers. Because of the impact on an individual’s life, 
it is important to more fully understand how people with diabetes manage their private 
information and choose to disclose their condition, particularly as these privacy 
processes can affect a variety of health outcomes. 
As established previously, an individual’s management of their privacy can affect 
their health outcomes in the workplace. Yet, these relationships are likely not the only 
ones affecting workplace diabetes health outcomes. CPM concepts can again help in 
understanding the relationship between communicative environment and health 
outcomes, particularly as diabetes information is seen as private at work (Hakkarainen et 




environment leads to specific privacy behaviors, in turn impacting diabetes health 
outcomes. Therefore, I again expect that privacy management, specifically, through 
workplace information ownership and workplace information control, is one of the 
pathways by which the workplace communicative environment affects diabetes health 
outcomes. This prediction leads to a potential mediation model which I will test through 
my fifth and sixth hypotheses (See Figure 2): 
H5: Workplace information control and workplace information ownership 
mediate the relationship between workplace communicative environment and 
diabetes self-management behaviors. 
H6: Workplace information control and workplace information ownership 
mediate the relationship between workplace communicative environment and 
diabetes quality of life. 
 









To participate in this study, an individual was required to be an adult from 30-60 
years of age who has been diagnosed with any type of diabetes. The age range was 
specified because 1) people in this age range are likely to be employed and have been for 
a number of years and 2) they would likely still be active workers and not retired. 
Participants were recruited through a variety of methods, including convenience and 
snowball sampling. Participants were contacted via Facebook, a large southern 
university’s employee listserv, and CRTNET. Posts to several diabetes-related groups 
were used to recruit participants via Facebook. Diabetes-related online groups were: 
Diabetes Support Group (approximately 34,700 members) and Diabetic Support Group 
(approximately 10,200 members). Participants were also recruited via CRTNET, an 
acronym for the Communication, Research, and Theory Network, managed by the 
National Communication Association. Finally, participants were also recruited from a 
large southern university’s employee and staff listserv. Prospective participants were 
incentivized with chances to win Amazon e-gift cards. A drawing was held for ten $20 
Amazon e-gift cards upon all participants’ completion of the study.  
The total number of participants who completed the informed consent was 287. 
Only those who completed 100% of the survey, as well as completely fulfilled the 




was mostly highly educated Caucasian females, averaging 45 years old, with type 2 
diabetes.  
 
Table 1 Demographics 
Variable Levels # of Participants % of 
Participants 
Sex Male 50 33.3 
Female 100 66.7 
   
Education High school diploma/GED 
equivalent 
22 14.7 
Associate’s degree 23 15.3 
Bachelor’s degree 44 29.3 
Master’s degree or higher 61 40.7 
   
Race/Ethnicity African American 6 4 
Asian/Pacific Islander 5 3.3 
Caucasian 117 78 
Hispanic 18 12 
Native American 1 .7 
Other 3 2 
   
Age 30-40 51 34 
41-50 48 32 
51-60 51 34 
   
Diabetes Type Type 1 91 60.7 
Type 2 57 38 




After receiving Institutional Review Board approval (see Appendix A), the 
Qualtrics survey was opened to potential participants. Prior to completing the survey, 




costs, and compensation related to their participation. All participants remained 
anonymous when completing the survey. Questions included demographic information 
such as age, sex, ethnicity, highest level of education achieved, and type of diabetes. 
Two versions of the survey (see Appendix B for the measures used for these studies) 
were randomly distributed; half of the participants received a survey that began with the 
family measures first followed by the workplace measures, while the other half began 
with the workplace measures followed by family measures. Some open-ended questions 
were asked to elicit experiences in managing diabetes in the workplace, as well as how 
discussions about diabetes are managed. Survey measures included the following. 
Measures 
Communication Variables 
 The following measures assess constructs from the following frameworks: 
Communication Privacy Management, Family Communication Patterns Theory (for 
family communicative environment variables), and workplace communicative 
environment variables.  
Information Control 
Information control was measured using Venetis’ (2012) Privacy Rules scale, 
encompassing perceptions of ownership, explicit and implicit privacy rules, adapted for 
both the family and workplace contexts. Perceptions of ownership and implicit privacy 
rules each consist of two items, while the explicit privacy rules subscale consists of six 
items.  Items are scored on a 1 (strongly disagree) to 7 (strongly agree) Likert-type scale, 




include “I was clear about who my family could tell/not tell the health information” and 
“Before I shared the health information with my family, I asked them not to share the 
information with anyone.” Reliability for family’s information control using all ten items 
(α = .80) was acceptable. Reliability for workplace’s information control using all ten 
items (α = .79) was acceptable. 
Information Ownership 
Information ownership was measured using a scale adapted from Child, Pearson, 
and Petronio (2009), and further adapted for both the family and workplace contexts. 
Information ownership is composed of a 5-item scale, with all items measured on a 1 
(strongly disagree) to 7 (strongly agree) Likert-type scale based on how much the 
participants agreed with the statements. After testing item loadings, the fifth item was 
dropped. A higher score is indicative of more ownership. Questions included “I don’t 
discuss certain topics with my family because I worry who they share the information 
with.” Items were adapted for the workplace context for that part of the survey. 
Reliability for family’s information ownership using four items (α = .82) was acceptable. 
Reliability for workplace’s information ownership using four items (α = .83) was 
acceptable. 
Conversation Orientation 
Conversation orientation within the family and the workplace contexts were each 
measured using the Revised Family Communication Patterns scale (RFCP) (Ritchie & 
Fitzpatrick, 1990). The RFCP consists of two subscales which measure conversation and 




The conversation orientation scale consists of 15 items, with higher scores indicating 
higher levels of conversation orientation. Questions included “In our family we often 
talked about our feelings and emotions” (family) and “In my workplace we often talk 
about our feelings and emotions” (workplace). Family conversation’s reliability (α = .96) 
and workplace conversation’s reliability (α = .92) were both acceptable.  
Conformity Orientation 
Conformity in the family was measured by Hesse and colleagues’ (2017) updated 
warm/cold conformity scales. Warm conformity was measured using Hesse and 
colleagues’ (2017) 10-item measure, with higher items indicating higher levels of warm 
conformity orientation. All items were scored on a 1 (strongly disagree) to 7 (strongly 
agree) Likert-type scale. Reliability (α = .89) was acceptable. Questions included “My 
parents expected family members respect one another.” Cold conformity was measured 
using Hesse and colleagues’ (2017) 8-item measure, with higher items indicating higher 
levels of cold conformity orientation. Reliability (α = .91) was acceptable. Questions 
included “My parents enforced strict rules about dating.” 
Conformity in the organization was measured by the three validated subscales 
created by Weibel and colleagues (2016), measuring output control (4 items), process 
control (4 items), normative control (3 items). The output control measure focuses on the 
extent to which standards are set, progress is monitored, and goal attainment is 
rewarded. Reliability (α = .82) was acceptable. Process control items relate to the extent 
of written rules regarding activities and procedures in the organization. Reliability (α = 




informal consequences for the violation of norms, ethics, and organizational values. 
Reliability (α = .70) was acceptable. All items are measured on a 1 (strongly disagree) to 
5 (strongly agree) Likert-type scale. Examples of each subscale include: “In this 
organization, employees are clear about their roles and objectives” (output control); “In 
this organization, written rules and procedures are followed” (process control); and 
“Violations of unwritten norms are punished (e.g., if an employee is known to free ride, 
his colleagues will try to change her or his behavior)” (normative control).  
Health Outcome Variables 
 The following measures will measure constructs from the following health 
outcomes: diabetes self-management behaviors and diabetes quality of life. 
Diabetes Self-Management Behaviors 
Diabetes self-management behaviors were measured using the 16-item Diabetes 
Self-Management Questionnaire (Schmitt et al., 2013). The scale consists of four 
subscales measuring 1) glucose management, 2) dietary control, 3) physical activity, and 
4) health-care usage. All items were scored on a 0 (does not apply to me) to 3 (applies to 
me very much) scale, with higher scores indicating better diabetes self-management 
behaviors across the four areas. All subscales were combined, with reliability for all 16 
items as (α = .82) acceptable. 
Diabetes Quality of Life 
Diabetes quality of life was measured using the Diabetes Quality of Life (DQOL) 
Short-Form Clinical Inventory (Burroughs, Desikan, Waterman, Gilin, & McGill, 2004). 




diabetes regimen, and 2) frequency of diabetes problems. Satisfaction consists of 8 items 
measured on a 1 (very dissatisfied) to 5 (very satisfied) Likert-type scale, with higher 
scores indicating more satisfaction with the individual’s diabetes regimen. Frequency 
consists of 7 items measured on a 1 (never) to 5 (all the time) Likert-type scale, with 
higher scores indicating higher frequency of diabetes problems. Reliability (α = .87) for 
the two combined subscales was acceptable. 
Diabetes Information as Private 
Finally, the last question asked participants to indicate on a 1 (not private at all) 
to 7 (very private) Likert-type scale how strongly they felt about diabetes-related 
information being private (M = 4.33, SD = 1.71). 
Data Analysis 
Before running the statistical models to test my hypotheses I investigated several 
potential control variables that may be related to communication about diabetes. To test 
for differences due to age I first ran a series of bivariate correlations. There were no 
significant correlations between age and diabetes self-management behaviors, r (150) = -
.07, p = .42, or age and diabetes quality of life, r (150) = .16, p = .06. An independent 
samples t-test was then conducted to test for sex differences for both diabetes self-
management behaviors and diabetes quality of life. There were no significant differences 
in diabetes self-management behaviors for males (M = 3.00, SD = .52) and females (M = 
3.11, SD = .42); t(148) = -1.528, p = .13. There were also no significant differences in 
diabetes quality of life for males (M = 3.37, SD = .77) and females (M = 3.55, SD = .71); 




levels for diabetes self-management behaviors and diabetes quality of life. There were 
no significant effects of education on diabetes self-management behaviors, [F (3, 146) = 
1.223, p = .30], or diabetes quality of life, [F (3, 146) = .16, p = .92]. I did not test for 
differences due to ethnicity due to my sample being overwhelmingly Caucasian. To test 
reliability and validity of each of the measures, I used SPSS version 25 to examine if 
each item loaded onto the scale. Cronbach’s alpha was used to report reliability.  
Family 
To test for whether conversation orientation has a main effect on diabetes self-
management behaviors (H1a) and diabetes quality of life (H1b), I first ran a bivariate 
correlation between the two variables. To test for whether warm conformity orientation 
has a main effect on diabetes self-management behaviors (H1c) and diabetes quality of 
life (H1d), I ran a bivariate correlation between the two variables. To test for whether 
cold conformity orientation has a main effect on diabetes self-management behaviors 
(H1e) and diabetes quality of life (H1f), I ran a bivariate correlation between the two 
variables. 
Workplace 
To test for whether conversation orientation has a main effect on diabetes self-
management behaviors (H2a) and diabetes quality of life (H2b), I ran a bivariate 
correlation between the two variables. To test for whether workplace output control has 
a main effect on diabetes self-management behaviors (H2c) and diabetes quality of life 
(H2d), I ran a bivariate correlation between the two variables. To test for whether 




(H2e) and diabetes quality of life (H2f), I ran a bivariate correlation between the two 
variables. To test for whether workplace normative control has a main effect on diabetes 
self-management behaviors (H2g) and diabetes quality of life (H2h), I ran a bivariate 
correlation between the two variables. 
Mediation 
Mediation effects related to privacy concepts (e.g., information control and 
information ownership) were investigated to test hypotheses 3-6. To examine mediation 
effects, I used the PROCESS macro to utilize bootstrapping with 10,000 iterations as 
recommended (Hayes, 2013). PROCESS can only run one independent variable per 
model, so each independent variable (e.g., family conversation orientation, family warm 
conformity) was run separately. Mediation effects are interpretable as follows: when the 
lower and upper 95% CIs are either both below or both above zero, the mediation effect 
will be significant. However, if the lower and upper Cis include zero, there will not be a 





CHAPTER IV  
RESULTS 
 
Hypotheses - Study 1 Results 
Hypothesis 1a 
Hypothesis 1a predicted a positive relationship between family conversation 
orientation and diabetes self-management behaviors. The correlation was significant, r 
(150) = .23, p < .01. Hypothesis 1a is supported.  
Hypothesis 1b 
Hypothesis 1b predicted a positive relationship between family conversation 
orientation and diabetes quality of life. The correlation was significant, r (150) = .16, p < 
.05. Hypothesis 1b is supported.  
Hypothesis 1c 
Hypothesis 1c predicted an inverse relationship between family cold conformity 
orientation and diabetes self-management behaviors. The correlation was significant, r 
(150) = -.24, p < .01. Hypothesis 1c is supported.  
Hypothesis 1d 
Hypothesis 1d predicted an inverse relationship between family cold conformity 
orientation and diabetes quality of life. The correlation was significant in the predicted 







Hypothesis 1e predicted a positive relationship between family warm conformity 
orientation and diabetes self-management behaviors. The correlation was significant, r 
(150) = .19, p < .05. Hypothesis 1e is supported.  
Hypothesis 1f 
Hypothesis 1f predicted a positive relationship between family warm conformity 
orientation and diabetes quality of life. The correlation was not significant, r (150) = .14, 
p = .09. Hypothesis 1f is not supported.  
Hypothesis 3 
Hypothesis 3 predicted that family information control and family information 
ownership would mediate the relationship between family communicative environment 
and diabetes self-management behaviors. To test this hypothesis, I constructed three 
mediation models and ran each through the PROCESS macro on SPSS. The proposed 
general model contains three independent variables (conversation orientation, warm 
conformity orientation, and cold conformity orientation), but since PROCESS can only 
run one independent variable per model, they will be broken into three sub-hypotheses 
with corresponding models.  
 The first model predicted that family information control and family information 
ownership would mediate the relationship between conversation orientation and diabetes 
self-management behaviors. Each individual a-path is reported first. No significant direct 
effects were found for the relationship between conversation orientation and family 




orientation and family information ownership, β = -.10, p = .19. After all mediators were 
added to the model, significant direct effects were found for the relationship between 
family information control and diabetes self-management behaviors, β = -.11, p < .05, 
and for the relationship between conversation orientation and diabetes self-management 
behaviors, β = .07, p < .01. No significant direct effects were found for the relationship 
between family information ownership and diabetes self-management behaviors, β = -
.02, p = .58. The direct effect from X to Y was not affected by the inclusion of the 
mediators.  
 
Table 2 Regression Results for Main Effect and Mediation Effect of the Family 
Model with Conversation Orientation as the Predictor 
Variables B SE t 
Direct and Total Effects (Hypothesis 3)    
  FCO to FIC  .05 .06 .81 
  FCO to FIO -.10 .07 -1.33 
  FIC to DSMB  -.11* .04 -2.53 
  FIO to DSMB -.12 .03 -.55 
  FCO to DSMB .07** .02 2.99 
  FCO to DSMB, controlling for FIC and 
FIO 
.07** .02 2.81 
Bootstrapping results for indirect effects Estimate SE 95% CI 
  FCO to FIC to DSMB -.02 .02 [-.0697, .0253] 
  FCO to FIO to DSMB .006 .02 [-.0162, .0465] 
Note. N = 150. FCO = family conversation orientation; FIC = family information 
control; FIO = family information ownership; DSMB = diabetes self-management 
behaviors; CI = confidence interval. Bootstrap sample size = 10,000. *** = p < .001; 
** = p < .01; * = p < .05. 
 
 
The indirect effect between conversation orientation and diabetes self-
management behaviors through family information control was not significant, β = -.02, 




diabetes self-management behaviors through family information ownership, β = .006, CI 
[-.0162, .0465]. Therefore, no mediation effects by family information control or family 
information ownership exist on the relationship between conversation orientation and 
diabetes self-management behaviors. Hypothesis 3a is not supported. See Table 2. 
 The second model predicted that family information control and family 
information ownership would mediate the relationship between warm conformity 
orientation and diabetes self-management behaviors. Each individual a-path is reported 
first. No significant direct effects were found for the relationship between warm 
conformity orientation and family information control, β = .13, p = .10, or for the 
relationship between warm conformity orientation and family information ownership, β 
= .05, p = .61. After all mediators were added to the model, significant direct effects 
were found for the relationship between warm conformity orientation and diabetes self-
management behaviors, β = .09, p < .01, and for the relationship between family 
information control and diabetes self-management behaviors, β = -.11, p < .05. No 
significant direct effects were found for the relationship between family information 
ownership and diabetes self-management behaviors, β = -.03, p = .33. The direct effect 
from X to Y was lessened by the inclusion of the mediators.  
The indirect effect between warm conformity orientation and diabetes self-
management behaviors through family information control was not significant, β = -.03, 
CI [-.0874, .0044], nor was the indirect effect between warm conformity orientation and 
diabetes self-management behaviors through family information ownership, β = -.004, 




family information ownership exist on the relationship between warm conformity 
orientation and diabetes self-management behaviors. Hypothesis 3b is not supported. See 
Table 3. 
 
Table 3 Regression Results for Main Effect and Mediation Effect of the Family 
Model with Warm Conformity Orientation as the Predictor 
Variables B SE t 
Direct and Total Effects (Hypothesis 3)    
  WCO to FIC  .13 .07 1.63 
  WCO to FIO .05 .10 .51 
  FIC to DSMB  -.11 .04 -2.42 
  FIO to DSMB -.03* .03 -.99 
  WCO to DSMB .09** .04 2.84 
  WCO to DSMB, controlling for FIC and 
FIO 
.08* .03 2.32 
Bootstrapping results for indirect effects Estimate SE 95% CI 
  WCO to FIC to DSMB -.03 .02 [-.0874, .0044] 
  WCO to FIO to DSMB -.004 .01 [-.0320, .0205] 
Note. N = 150. WCO = warm conformity orientation; FIC = family information 
control; FIO = family information ownership; DSMB = diabetes self-management 
behaviors; CI = confidence interval. Bootstrap sample size = 10,000. *** = p < .001; 
** = p < .01; * = p < .05. 
 
 
The third model predicted that cold conformity orientation and family 
information ownership would mediate the relationship between cold conformity 
orientation and diabetes self-management behaviors. Each individual a-path is reported 
first. Significant direct effects were found for the relationship between cold conformity 
orientation and family information control, β = .21, p < .001, and for the relationship 
between cold conformity orientation and family information ownership, β = .35, p < 
.001.After all mediators were added to the model, no significant direct effects were 




management behaviors, β = -.05, p = .06, for the relationship between family 
information control and diabetes self-management behaviors, β = -.08, p = .07, or for the 
relationship between family information ownership and diabetes self-management 
behaviors, β = -.02, p = .54. The direct effect from X to Y was present by the inclusion 
of the mediators. 
 
Table 4 Regression Results for Main Effect and Mediation Effect of the Family 
Model with Cold Conformity Orientation as the Predictor 
Variables B SE t 
Direct and Total Effects (Hypothesis 3)    
  CCO to FIC  .21*** .06 3.75 
  CCO to FIO .35*** .07 4.78 
  FIC to DSMB  -.08 .04 -1.82 
  FIO to DSMB -.02 .03 -.61 
  CCO to DSMB -.05 .03 -1.88 
  CCO to DSMB, controlling for FIC and 
FIO 
-.08** .03 -.13 
Bootstrapping results for indirect effects Estimate SE 95% CI 
  CCO to FIC to DSMB -.05 .03 [-.1217, .0020] 
  CCO to FIO to DSMB -.02 .04 [-.1095, .0600] 
Note. N = 150. CCO = cold conformity orientation; FIC = family information control; 
FIO = family information ownership; DSMB = diabetes self-management behaviors; 
CI = confidence interval. Bootstrap sample size = 10,000. *** = p < .001; ** = p < 
.01; * = p < .05. 
 
 
The indirect effect between cold conformity orientation and diabetes self-
management behaviors through family information control was not significant, β = -.05, 
CI [-.1217, .0020], nor was the indirect effect between cold conformity orientation and 
diabetes self-management behaviors through family information ownership, β = -.03, CI 




information ownership exist on the relationship between cold conformity orientation and 
diabetes self-management behaviors. Hypothesis 2c is not supported. See Table 4. 
Hypothesis 4 
Hypothesis 4 predicted that family information control and family information 
ownership would mediate the relationship between family communicative environment 
and diabetes quality of life. To test this hypothesis, I constructed three mediation models 
and ran each through the PROCESS macro on SPSS. The proposed general model 
contains three independent variables (conversation orientation, warm conformity 
orientation, and cold conformity orientation), but since PROCESS can only run one 
independent variable per model, they will be broken into three sub-hypotheses with 
corresponding models. See Figure 3 for the final model. 
 







 The first model predicted that family information control and family information 
ownership would mediate the relationship between conversation orientation and diabetes 
quality of life. Each individual a-path is reported first. No significant direct effects were 
found for the relationship between conversation orientation and family information 
control, β = .05, p = .42, or for the relationship between conversation orientation and 
family information ownership, β = -.10, p = .19. After all mediators were added to the 
model, no significant direct effects were found for the relationship between conversation 
orientation and diabetes quality of life, β = .07, p = .08, or for the relationship between 
family information control and diabetes quality of life, β = -.02, p = .77.  Significant 
direct effects were found for the relationship between family information ownership and 
diabetes quality of life, β = -.13, p < .05. The direct effect from X to Y was present by 
the inclusion of the mediators. 
 
Table 5 Regression Results for Main Effect and Mediation Effect of the Family 
Model with Conversation Orientation as the Predictor 
Variables B SE t 
Direct and Total Effects (Hypothesis 4)    
  FCO to FIC  .05 .06 .81 
  FCO to FIO -.10 .07 -1.33 
  FIC to DQOL -.02 .07 -.30 
  FIO to DQOL -.13* .06 -2.35 
  FCO to DQOL .07 .04 1.76 
  FCO to DQOL, controlling for FIC and 
FIO 
.08* .04 2.04 
Bootstrapping results for indirect effects Estimate SE 95% CI 
  FCO to FIC to DQOL -.002 .01 [-.0278, .0214] 
  FCO to FIO to DQOL .03 .03 [-.0173, .0891] 
Note. N = 150. FCO = family conversation orientation; FIC = family information 
control; FIO = family information ownership; DQOL= diabetes quality of life; CI = 
confidence interval. Bootstrap sample size = 10,000. *** = p < .001; ** = p < .01; * = 




 The indirect effect between conversation orientation and diabetes quality of life 
through family information control was not significant, β = -.002, CI [-.0278, .0214], nor 
was the indirect effect between conversation orientation and diabetes quality of life 
through family information ownership, β = .03, CI [-.0173, .0891].  Therefore, no 
mediation effects by family information control or family information ownership exist 
on the relationship between conversation orientation and diabetes quality of life. 
Hypothesis 4a is not supported. See Table 5. 
 The second model predicted that family information control and family 
information ownership would mediate the relationship between warm conformity 
orientation and diabetes quality of life. Each individual a-path is reported first. No 
significant direct effects were found for the relationship between warm conformity 
orientation and family information control, β = .13, p = .10, or for the relationship 
between warm conformity orientation and family information ownership, β = .05, p = 
.61. After all mediators were added to the model, no significant direct effects were found 
for the relationship between warm conformity orientation and diabetes quality of life, β 
= .11, p = .05, for the relationship between family information control and diabetes 
quality of life, β = -.02, p = .79. Significant direct effects were found for the relationship 
between family information ownership and diabetes quality of life, β = -.14, p < .01. The 
direct effect from X to Y was lessened by the inclusion of the mediators. 
The indirect effect between warm conformity orientation and diabetes quality of 
life through family information control was not significant, β = -.004, CI [-.0387, .0289], 




life through family information ownership, β = -.01, CI [-.0682, .0329]. Therefore, no 
mediation effects by family information control or family information ownership exist 
on the relationship between warm conformity orientation and diabetes quality of life. 
Hypothesis 4b is not supported. See Table 6. 
 
Table 6 Regression Results for Main Effect and Mediation Effect of the Family 
Model with Warm Conformity Orientation as the Predictor 
Variables B SE t 
Direct and Total Effects (Hypothesis 4)    
  WCO to FIC  .13 .07 1.63 
  WCO to FIO .05 .10 .51 
  FIC to DQOL  -.02 .07 -.27 
  FIO to DQOL -.14** .05 -2.64 
  WCO to DQOL .11 .05 1.96 
  WCO to DQOL, controlling for FIC and 
FIO 
.10 .06 1.73 
Bootstrapping results for indirect effects Estimate SE 95% CI 
  WCO to FIC to DQOL -.004 .02 [-.0387, .0289] 
  WCO to FIO to DQOL -.01 .02 [-.0682, .0329] 
Note. N = 150. WCO = warm conformity orientation; FIC = family information 
control; FIO = family information ownership; DQOL = diabetes quality of life; CI = 
confidence interval. Bootstrap sample size = 10,000. *** = p < .001; ** = p < .01; * = 
p < .05. 
 
 
The third model predicted that family information control and family information 
ownership would mediate the relationship between cold conformity orientation and 
diabetes quality of life. Each individual a-path is reported first. Significant direct effects 
were found for the relationship between cold conformity orientation and family 
information control, β = .21, p < .001, and for the relationship between cold conformity 
orientation and family information ownership, β = .35, p < .001. After all mediators were 




cold conformity orientation and diabetes quality of life, β = -.06, p = .20, for the 
relationship between family information control and diabetes quality of life β = .01, p = 
.90. Significant direct effects were found for the relationship between family information 
ownership and diabetes quality of life, β = -.13, p < .05. The direct effect from X to Y 
was present by the inclusion of the mediators. 
The indirect effect between cold conformity orientation and diabetes quality of 
life through family information control was not significant, β = .004, CI [-.0598, .0724], 
nor was the indirect effect between cold conformity orientation and diabetes quality of 
life through family information ownership, β = -.09, CI [-.1899, .0066]. Therefore, no 
mediation effects by family information control or family information ownership exist 
on the relationship between cold conformity orientation and diabetes quality of life. 
Hypothesis 4c is not supported. See Table 7. 
 
Table 7 Regression Results for Main Effect and Mediation Effect of the Family 
Model with Cold Conformity Orientation as the Predictor 
Variables B SE t 
Direct and Total Effects (Hypothesis 4)    
  CCO to FIC  .21*** .06 3.75 
  CCO to FIO .35*** .07 4.78 
  FIC to DQOL  .01 .07 .13 
  FIO to DQOL -.13 .06 -2.31 
  CCO to DQOL -.06 .04 -1.29 
  CCO to DQOL, controlling for FIC and 
FIO 
-.10* .03 -2.40 
Bootstrapping results for indirect effects Estimate SE 95% CI 
  CCO to FIC to DQOL .004 .03 [-.0598, .0724] 
  CCO to FIO to DQOL -.09 .05 [-.1899, .0066] 
Note. N = 150. CCO = cold conformity orientation; FIC = family information control; 
FIO = family information ownership; DQOL = diabetes quality of life; CI = 
confidence interval. Bootstrap sample size = 10,000. *** = p < .001; ** = p < .01; * = 





Hypotheses - Study 2 Results 
Hypothesis 2a 
Hypothesis 2a predicted a positive relationship between workplace conversation 
orientation and diabetes self-management behaviors. To test this hypothesis a bivariate 
correlation was run. The correlation was not significant, r (150) = .12, p = .16. 
Hypothesis 2a is not supported.  
Hypothesis 2b 
Hypothesis 2b predicted a positive relationship between workplace conversation 
orientation and diabetes quality of life. To test this hypothesis a bivariate correlation was 
run. The correlation was not significant, r (150) = .14, p = .10. Hypothesis 2b is not 
supported.  
Hypothesis 2c 
Hypothesis 2c predicted a positive relationship between workplace output control 
and diabetes self-management behaviors. To test this hypothesis a bivariate correlation 
was run. The correlation was not significant, r (150) = .08, p = .31. Hypothesis 2c is not 
supported.  
Hypothesis 2d 
Hypothesis 2d predicted a positive relationship between workplace output control 
and diabetes quality of life. To test this hypothesis a bivariate correlation was run. The 







Hypothesis 2e predicted a positive relationship between workplace process 
control and diabetes self-management behaviors. To test this hypothesis a bivariate 
correlation was run. The correlation was not significant, r (150) = .01, p = .93. 
Hypothesis 2e is not supported. 
Hypothesis 2f 
Hypothesis 2f predicted a positive relationship between workplace process 
control and diabetes quality of life. To test this hypothesis a bivariate correlation was 
run. The correlation was not significant, r (150) = .03, p = .75. Hypothesis 2f is not 
supported. 
Hypothesis 2g 
Hypothesis 2g predicted a positive relationship between workplace normative 
control and diabetes self-management behaviors. To test this hypothesis a bivariate 
correlation was run. The correlation was not significant, r (150) = .01, p = .90. 
Hypothesis 2g is not supported.  
Hypothesis 2h 
Hypothesis 2h predicted a positive relationship between workplace normative 
control and diabetes quality of life. To test this hypothesis a bivariate correlation was 







Hypothesis 5 predicted that workplace information control and workplace 
information ownership would mediate the relationship between workplace 
communicative environment and diabetes self-management behaviors. To test this 
hypothesis, I constructed four mediation models and ran each through the PROCESS 
macro on SPSS. The proposed general model contains four independent variables 
(conversation orientation, output control, process control, and normative control), but 
since PROCESS can only run one independent variable per model, they will be broken 
into four sub-hypotheses with corresponding models.   
 The first model predicted that workplace information control and workplace 
information ownership would mediate the relationship between workplace conversation 
orientation and diabetes self-management behaviors. Each individual a-path is reported 
first. No significant direct effects were found for the relationship between conversation 
orientation and workplace information control, β = -.11, p = .12. A significant direct 
effect was found for the relationship between conversation orientation and workplace 
information ownership, β = -.36, p < .001. After all mediators were added to the model, 
no significant direct effects were found for the relationship between conversation 
orientation and diabetes self-management behaviors, β = .03, p = .45, for the relationship 
between workplace information control and diabetes self-management behaviors, β = -
.04, p = .50, or for the relationship between workplace information ownership and 
diabetes self-management behaviors, β = -.05, p = .24. The direct effect from X to Y was 




The indirect effect between conversation orientation and diabetes self-
management behaviors through workplace information control was not significant, β = 
.01, CI [-.0273, .0613], nor was the indirect effect between conversation orientation and 
diabetes self-management behaviors through workplace information ownership, β = .04, 
CI [-.0294, .1347]. Therefore, no mediation effects by workplace information control or 
workplace information ownership on the relationship between conversation orientation 
and diabetes self-management behaviors. Hypothesis 5a is not supported. See Table 8. 
 
Table 8 Regression Results for Main Effect and Mediation Effect of the Workplace 
Model with Workplace Conversation Orientation as the Predictor 
Variables B SE t 
Direct and Total Effects (Hypothesis 5)    
  WCO to WIC  -.11 .07 -1.55 
  WCO to WIO -.36*** .10 -3.54 
  WIC to DSMB -.04 .06 -.67 
  WIO to DSMB -.05 .04 -1.18 
  WCO to DSMB .03 .04 .75 
  WCO to DSMB, controlling for WIC and 
WIO 
.05 .03 1.41 
Bootstrapping results for indirect effects Estimate SE 95% CI 
  WCO to WIC to DSMB .01 .02 [-.0273, .0613] 
  WCO to WIO to DSMB .04 .04 [-.0294, .1347] 
Note. N = 150. WCO = workplace conversation orientation; WIC = workplace 
information control; WIO = workplace information ownership; DSMB = diabetes self-
management behaviors; CI = confidence interval. Bootstrap sample size = 10,000. *** 
= p < .001; ** = p < .01; * = p < .05. 
 
 
The second model predicted that workplace information control and workplace 
information ownership would mediate the relationship between workplace output control 
and diabetes self-management behaviors. Each individual a-path is reported first. No 




control and workplace information control, β = -.03, p = .70, or for the relationship 
between workplace output control and workplace information ownership, β = -.14, p = 
.17. After all mediators were added to the model, no significant direct effects were found 
for the relationship between workplace output control and diabetes self-management 
behaviors, β = .03, p = .43, for the relationship between workplace information control 
and diabetes self-management behaviors, β = -.04, p = .52, or for the relationship 
between workplace information ownership and diabetes self-management behaviors, β = 
-.05, p = .19. The direct effect from X to Y was not affected by the inclusion of the 
mediators. 
 
Table 9 Regression Results for Main Effect and Mediation Effect of the Workplace 
Model with Workplace Output Control as the Predictor 
Variables B SE t 
Direct and Total Effects (Hypothesis 5)    
  WOC to WIC  -.03 .07 -.38 
  WOC to WIO -.14 .10 -1.38 
  WIC to DSMB -.04 .06 -.64 
  WIO to DSMB -.05 .04 -1.33 
  WOC to DSMB .03 .03 .78 
  WOC to DSMB, controlling for WIC and 
WIO 
.03 .03 1.03 
Bootstrapping results for indirect effects Estimate SE 95% CI 
  WOC to WIC to DSMB .002 .01 [-.0251, .0359] 
  WOC to WIO to DSMB .02 .02 [-.0204, .0698] 
Note. N = 150. WOC = workplace output control; WIC = workplace information 
control; WIO = workplace information ownership; DSMB = diabetes self-
management behaviors; CI = confidence interval. Bootstrap sample size = 10,000. *** 
= p < .001; ** = p < .01; * = p < .05. 
 
 
The indirect effect between workplace output control and diabetes self-




.002, CI [-.0251, .0359], nor was the indirect effect between workplace output control 
and diabetes self-management behaviors through workplace information ownership, β = 
.02 CI [-.0204, .0698]. Therefore, no mediation effects by workplace information control 
or workplace information ownership exist on the relationship between workplace output 
control and diabetes self-management behaviors. Hypothesis 5b is not supported. See 
Table 9. 
 The third model predicted that workplace information control and workplace 
information ownership would mediate the relationship between workplace process 
control and diabetes self-management behaviors. Each individual a-path is reported first. 
No significant direct effects were found for the relationship between workplace process 
control and workplace information control, β = .06, p = .34, or for the relationship 
between workplace process control and workplace information ownership, β = .00, p = 
.97. After all mediators were added to the model, no significant direct effects were found 
for the relationship between workplace process control and diabetes self-management 
behaviors, β = .004, p = .87, for the relationship between workplace information control 
and diabetes self-management behaviors, β = -.03, p = .55, or for the relationship 
between workplace information ownership and diabetes self-management behaviors, β = 
-.06, p = .16. The direct effect from X to Y was lessened by the inclusion of the 
mediators. 
The indirect effect between workplace process control and diabetes self-
management behaviors through workplace information control was not significant, β = -




and diabetes self-management behaviors through workplace information ownership, β = 
-.0005, CI [-.0470, .0380]. Therefore, no mediation effects by workplace information 
control or workplace information ownership exist on the relationship between workplace 
process control and diabetes self-management behaviors. Hypothesis 5c is not supported. 
See Table 10. 
 
Table 10 Regression Results for Main Effect and Mediation Effect of the 
Workplace Model with Workplace Process Control as the Predictor 
Variables B SE t 
Direct and Total Effects (Hypothesis 5)    
  WPC to WIC  .06 .06 .96 
  WPC to WIO .002 .09 .03 
  WIC to DSMB -.03 .06 -.60 
  WIO to DSMB -.06 .04 -1.43 
  WPC to DSMB .005 .03 .17 
  WPC to DSMB, controlling for WIC and 
WIO 
.002 .03 .09 
Bootstrapping results for indirect effects Estimate SE 95% CI 
  WPC to WIC to DSMB -.006 .02 [-.0480, .0242] 
  WPC to WIO to DSMB -.001 .02 [-.0482, .0382] 
Note. N = 150. WPC = workplace process control; WIC = workplace information 
control; WIO = workplace information ownership; DSMB = diabetes self-
management behaviors; CI = confidence interval. Bootstrap sample size = 10,000. *** 
= p < .001; ** = p < .01; * = p < .05. 
 
 
The fourth model predicted that workplace information control or workplace 
information ownership would mediate the relationship between workplace normative 
control and diabetes self-management behaviors. Each individual a-path is reported first. 
No significant direct effects were found for the relationship between workplace 
normative control and workplace information control, β = .09, p = .18, or for the 




ownership, β = .12, p = .21. After all mediators were added to the model, no significant 
direct effects were found for the relationship between workplace normative control and 
diabetes self-management behaviors, β = .01, p = .65, for the relationship between 
workplace information control and diabetes self-management behaviors, β = -.03, p = 
.55, or for the relationship between workplace information ownership and diabetes self-
management behaviors, β = -.06, p = .15. The direct effect from X to Y was lessened by 
the inclusion of the mediators. 
The indirect effect between workplace normative control and diabetes self-
management behaviors through workplace information control was not significant, β = -
.07, CI [-.0481, .0201], nor was the indirect effect between workplace normative control 
and diabetes self-management behaviors through workplace information ownership, β = 
-.01, CI [-.0662, .0140]. Therefore, no mediation effects by workplace information 
control or workplace information ownership exist on the relationship between workplace 
normative control and diabetes self-management behaviors. Hypothesis 5d is not 










Table 11 Regression Results for Main Effect and Mediation Effect of the 
Workplace Model with Workplace Normative Control as the Predictor 
Variables B SE t 
Direct and Total Effects (Hypothesis 5)    
  WNC to WIC  .09 .07 1.36 
  WNC to WIO .12 .09 1.26 
  WIC to DSMB -.03 .03 -.61 
  WIO to DSMB -.06 .06 -1.46 
  WNC to DSMB .01 .04 .45 
  WNC to DSMB, controlling for WIC and 
WIO 
.004 .03 .12 
Bootstrapping results for indirect effects Estimate SE 95% CI 
  WNC to WIC to DSMB -.07 .02 [-.0481, .0204] 
  WNC to WIO to DSMB -.01 .02 [-.0662, .0140] 
Note. N = 150. WNC = workplace normative control; WIC = workplace information 
control; WIO = workplace information ownership; DSMB = diabetes self-
management behaviors; CI = confidence interval. Bootstrap sample size = 10,000. *** 
= p < .001; ** = p < .01; * = p < .05. 
 
Hypothesis 6 
Hypothesis 6 predicted that workplace information control and workplace 
information ownership would mediate the relationship between workplace 
communicative environment and diabetes quality of life. To test this hypothesis, I 
constructed four mediation models and ran each through the PROCESS macro on SPSS. 
The proposed general model contains four independent variables (conversation 
orientation, output control, process control, and normative control), but since PROCESS 
can only run one independent variable per model, they will be broken into four sub-









The first model predicted that workplace information control and workplace 
information ownership would mediate the relationship between workplace conversation 
orientation and diabetes quality of life. Each individual a-path is reported first. No 
significant direct effects were found for the relationship between conversation 
orientation and workplace information control, β = -.11, p = .12. Significant direct 
effects were found for the relationship between conversation orientation and workplace 
information ownership, β = -.36, p < .001. After all mediators were added to the model, 
no significant direct effects were found for the relationship between conversation 
orientation and diabetes quality of life, β = .06, p = .29, for the relationship between 
workplace information control and diabetes quality of life, β = -.01, p = .91, or for the 
relationship between workplace information ownership and diabetes quality of life, β = -





Table 12 Regression Results for Main Effect and Mediation Effect of the 
Workplace Model with Workplace Conversation Orientation as the Predictor 
Variables B SE t 
Direct and Total Effects (Hypothesis 6)    
  WCO to WIC  -.11 .07 -1.55 
  WCO to WIO -.36*** .10 -3.54 
  WIC to DQOL  .01 .09 -.11 
  WIO to DQOL -.08 .07 -1.20 
  WCO to DQOL .06 .06 1.07 
  WCO to DQOL, controlling for WIC and 
WIO 
.09 .05 1.66 
Bootstrapping results for indirect effects Estimate SE 95% CI 
  WCO to WIC to DQOL .002 .02 [-.0347, .0407] 
  WCO to WIO to DQOL .04 .04 [-.0269, .1284] 
Note. N = 150. WCO = workplace conversation orientation; WIC = workplace 
information control; WIO = workplace information ownership; DQOL = diabetes 
quality of life; CI = confidence interval. Bootstrap sample size = 10,000. *** = p < 
.001; ** = p < .01; * = p < .05. 
 
 
The indirect effect between conversation orientation and diabetes quality of life 
was not significant through workplace information control, β = .02, CI [-.0347, .0407], 
nor was the indirect effect between conversation orientation and diabetes quality of life 
through workplace information ownership, β = .04, CI [-.0269, .1284]. Therefore, no 
mediation effects by workplace information control or workplace information ownership 
exist on the relationship between conversation orientation and diabetes quality of life. 
Hypothesis 6a is not supported. See Table 12. The direct effect from X to Y was present 
by the inclusion of the mediators. 
 The second model predicted that workplace information control and workplace 
information ownership would mediate the relationship between workplace output control 
and diabetes quality of life. Each individual a-path is reported first. No significant direct 




information control, β = -.03, p = .70, or for the relationship between workplace output 
control and workplace information ownership, β = -.14, p = .17. After all mediators were 
added to the model, a significant direct effect was found for the relationship between 
workplace output control and diabetes quality of life, β = .12, p < .05. No significant 
direct effects were found for the relationship between workplace information control and 
diabetes quality of life, β = -.01, p = .87, or for the relationship between workplace 
information ownership and diabetes quality of life, β = -.08, p = .21.  
The indirect effect between workplace output control and diabetes quality of life 
through workplace information control was not significant, β =-.0006, CI [-.0264, 
.0240], nor was the indirect effect between workplace output control and diabetes quality 
of life through workplace information ownership, β = .02, CI [-.0216, .0662]. Therefore, 
no mediation effects by workplace information control or workplace information 
ownership exist on the relationship between workplace output control and diabetes 
quality of life. Hypothesis 6b is not supported. See Table 13. The direct effect from X to 










Table 13 Regression Results for Main Effect and Mediation Effect of the 
Workplace Model with Workplace Output Control as the Predictor 
Table 13 
Regression Results for Main Effect and Mediation Effect of the Workplace Model with 
Workplace Output Control as the Predictor 
Variables B SE t 
Direct and Total Effects (Hypothesis 6)    
  WOC to WIC  -.03 .07 -.38 
  WOC to WIO -.14 .10 -1.38 
  WIC to DQOL  -.01 .09 -.16 
  WIO to DQOL -.08 .06 -1.26 
  WOC to DQOL .12* .05 2.36 
  WOC to DQOL, controlling for WIC and 
WIO 
.13* .05 2.59 
Bootstrapping results for indirect effects Estimate SE 95% CI 
  WOC to WIC to DQOL .006 .01 [-.0264, .0240] 
  WOC to WIO to DQOL .02 .02 [-.0216, .0662] 
Note. N = 150. WOC = workplace output control; WIC = workplace information 
control; WIO = workplace information ownership; DQOL = diabetes quality of life; 
CI = confidence interval. Bootstrap sample size = 10,000. *** = p < .001; ** = p < 
.01; * = p < .05. 
 
 
The third model predicted that workplace information control and workplace 
information ownership would mediate the relationship between workplace process 
control and diabetes quality of life. Each individual a-path is reported first. No 
significant direct effects were found for the relationship between workplace process 
control and workplace information control, β = .06, p = .34, or for the relationship 
between workplace process control and workplace information ownership, β = .003, p = 
.97. After all mediators were added to the model, no significant direct effects were found 
for the relationship between workplace process control and diabetes quality of life, β = 
.01, p = .75, for the relationship between workplace information control and diabetes 




ownership and diabetes quality of life, β = -.10, p = .13. The direct effect from X to Y 
was not affected by the inclusion of the mediators. 
The indirect effect between workplace process control and diabetes quality of life 
through workplace information control was not significant, β = -.0001, CI [-.0332, 
.0281], nor was the indirect effect between workplace process control and diabetes 
quality of life through workplace information ownership, β = -.0005, CI [-.0490, .0385]. 
Therefore, no mediation effects by workplace information control or workplace 
information ownership exist on the relationship between workplace process control and 
diabetes quality of life. Hypothesis 6c is not supported. See Table 14. 
 
Table 14 Regression Results for Main Effect and Mediation Effect of the 
Workplace Model with Workplace Process Control as the Predictor 
Variables B SE t 
Direct and Total Effects (Hypothesis 6)    
  WPC to WIC  .06 .06 .96 
  WPC to WIO .002 .09 .03 
  WIC to DQOL  -.001 .09 -.02 
  WIO to DQOL -.10 .06 -1.52 
  WPC to DQOL .01 .04 .33 
  WPC to DQOL, controlling for WIC and 
WIO 
.01 .04 .32 
Bootstrapping results for indirect effects Estimate SE 95% CI 
  WPC to WIC to DQOL -.0001 .01 [-.0332, .0281] 
  WPC to WIO to DQOL -.0005 .02 [-.0490, .0385] 
Note. N = 150. WPC = workplace process control; WIC = workplace information 
control; WIO = workplace information ownership; DQOL = diabetes quality of life; 
CI = confidence interval. Bootstrap sample size = 10,000. *** = p < .001; ** = p < 
.01; * = p < .05. 
 
 
The fourth model predicted that workplace information control and workplace 




control and diabetes quality of life. Each individual a-path is reported first. No 
significant direct effects were found for the relationship between workplace normative 
control and workplace information control, β = .09, p = .18, or for the relationship 
between workplace normative control and workplace information ownership, β = .12, p 
= .21. After all mediators were added to the model, a significant direct effect was found 
for the relationship between workplace normative control and diabetes quality of life, β 
= .12, p < .05. No significant direct effects were found for the relationship between 
workplace information control and diabetes quality of life, β = -.01, p = .92, or for the 
relationship between workplace information ownership and diabetes quality of life, β = -
.10, p = .10. The direct effect from X to Y was not affected by the inclusion of the 
mediators. 
The indirect effect between workplace normative control and diabetes quality of 
life through workplace information control was not significant, β = -.001, CI [-.0398 
.0339], nor was the indirect effect between workplace normative control and diabetes 
quality of life through workplace information ownership, β = -.02, CI [-.0871, .0188]. 
Therefore, no mediation effects by workplace information control or workplace 
information ownership exist on the relationship between workplace normative control 







Table 15 Regression Results for Main Effect and Mediation Effect of the 
Workplace Model with Workplace Normative Control as the Predictor 
Variables B SE t 
Direct and Total Effects (Hypothesis 6)    
  WNC to WIC  .09 .07 1.36 
  WNC to WIO .12 .09 1.26 
  WIC to DQOL  -.01 .09 -.11 
  WIO to DQOL -.10 .06 -1.66 
  WNC to DQOL .12* .05 2.46 
  WNC to DQOL, controlling for WIC and 
WIO 
.10* .05 2.17 
Bootstrapping results for indirect effects Estimate SE 95% CI 
  WNC to WIC to DQOL -.0001 .02 [-.0398, .0339] 
  WNC to WIO to DQOL -.02 .03 [-.0871, .0188] 
Note. N = 150. WNC = workplace normative control; WIC = workplace information 
control; WIO = workplace information ownership; DQOL = diabetes quality of life; 
CI = confidence interval. Bootstrap sample size = 10,000. *** = p < .001; ** = p < 
.01; * = p < .05. 
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CHAPTER V  
DISCUSSION AND SUMMARY 
 
The previous chapter discussed several findings resulting from the current 
studies. In Study 1, a set of hypotheses tested various relationships between family 
communicative environment, privacy management, and diabetes-related health 
outcomes. In Study 2, a set of hypotheses tested various relationships between 
workplace communicative environment, privacy management, and diabetes-related 
health outcomes. In this chapter I will summarize the results of both studies regarding 
the hypotheses, and offer both theoretical and practical implications respectively. I will 
also address some similarities or differences between the two studies. Finally, I will 
address the strengths and weaknesses of this survey, ending with a discussion of future 
directions for research.  
Review of Findings 
The primary goals of these studies were to explore how 1) familial 
communicative environment influences diabetes health outcomes; 2) workplace 
communicative environment influences diabetes health outcomes; 3) privacy 
management processes including information control and ownership mediate the 
aforementioned relationships. To examine these relationships, employed individuals 
between the ages of 30-60 who had been diagnosed with diabetes were surveyed about 




self-management behaviors, and diabetes quality of life.  In this section, I will discuss 
the results of each of my hypotheses, separated by study. 
Study 1 
Hypothesis 1 
Hypotheses 1, 3, and 4 predicted relationships between family communicative 
environment and diabetes self-management behaviors and diabetes quality of life. 
Overall, my study’s findings support previous research demonstrating the influence of 
family conversation orientation on health-related outcomes, with the results of each of 
these hypotheses largely supported. In the present study, significant positive 
relationships were found between family conversation orientation and both diabetes 
health outcomes, showing that individuals coming from families with more open and 
supportive communicative patterns also have higher levels of diabetes self-management 
behaviors and higher diabetes quality of life. Similarly, previous research found that an 
open and supportive communicative environment positively impacts diabetes self-
management behaviors (Rosland et al., 2012). The current study’s findings extend 
Rosland and colleagues’ (2012) findings, indicating that diabetes quality of life is also 
influenced by the family’s conversation orientation. One explanation is that a family 
generally open and supportive of a diabetes patient may allow the patient to more openly 
communicate with others, and therefore manage the disease more effectively. How 
families develop communication patterns within the family, therefore, is of great 




Significant negative relationships were found between family cold conformity 
orientation and both diabetes health outcomes, showing that individuals coming from 
families prioritizing strict adherence to rules and hierarchy also have lower levels of 
diabetes self-management behaviors and lower diabetes quality of life as hypothesized. 
This finding was expected as adherence to rules and authority have previously been 
shown to suppress an individual’s communication with other family members (Afifi & 
Olson, 2005), potentially limiting diabetes-related communication. Also as expected, a 
significant positive relationship was found between family warm conformity orientation 
and diabetes self-management behaviors, showing that individuals coming from families 
prioritizing warmth and closeness in concert with adherence to rules also have higher 
levels of diabetes self-management behaviors. Though previous research shows that 
warm conformity in the family may mitigate some negative health outcomes (Hesse et 
al., 2017), results of this study did not find the expected link between warm conformity 
orientation and diabetes quality of life. Instead, only diabetes self-management 
behaviors were influenced by warm conformity in the family. One explanation may be 
that some tasks, such as glucose adherence or maintaining an exercise regimen, tend to 
involve more family member participation (Baig, Benitez, Quinn, & Burnet, 2015), 
which may be a result of the family’s focus on both closeness and rules.  
Conversely, since quality of life encompasses multiple dimensions, such as the 
physical, psychological, and social dimensions (Varni et al., 2018), the influence of the 
family’s communicative environment may be lessened. Instead, these other dimensions 




continue to examine conformity’s conceptualization, since a clearer understanding of 
how individuals are influenced by their families may help practitioners develop more 
targeted interventions for managing diabetes health outcomes. 
Hypotheses 3 and 4 
Hypothesis 3 in Study 1 predicted that family information ownership and control 
would mediate the relationship between the family communicative environment and 
diabetes health outcomes. None of these relationships were fully mediated by family 
information ownership and control. Hypothesis 4 in Study 1 predicted that family 
information ownership and control would mediate the relationship between the family 
communicative environment and diabetes health outcomes.  None of these relationships 
were fully mediated by family information ownership and control. 
Though previous research shows that communicative environment influences 
privacy management processes (Vangelisti et al., 2001) and that privacy management 
processes can impact health outcomes (Harvey et al., 2018), results of this study did not 
find the expected links using information control and ownership as the privacy variables 
with either diabetes self-management behaviors or diabetes quality of life. One 
explanation may be that information ownership and control, on their own, do not fully 
explain the entire construct of privacy. Instead, other elements of privacy, such as 
anticipation of boundary turbulence (Brashers, Neidig, & Goldsmith, 2004), or the 
motivations behind the information management (Rafferty, Hutton, & Heller, 2019), 
may more significantly impact the relationships between family communicative 




family communicative environment and diabetes self-management behaviors and 
diabetes quality of life might indicate that general openness and hierarchy in the family 
is more influential on diabetes health outcomes than considering privacy management. 
This may call into question whether participants consider their diabetes information 
private, potentially explaining the middling score of 4.33 when participants were asked 
if they considered their diabetes information to be private. Another possibility is that 
information ownership and control may be better conceptualized as a predictor of other 
elements of privacy, rather than functioning as the only privacy variables in a study. For 
example, previous research has found that information ownership and control has 
corresponded with permeable privacy boundary rules, privacy rule calibrations, and 
privacy rules that restrict boundary access (Scharp & Steuber, 2014). Therefore, future 
research should continue to investigate how diabetes patients manage their private health 
information through boundary coordination processes in order to more clearly 
understand privacy’s influence on diabetes health outcomes.  
Study 2 
Hypothesis 2 
The first hypothesis in Study 2 predicted relationships between workplace 
communicative environment and the two diabetes health outcomes. Results of 
Hypothesis 2 only supported two significant positive relationships. First, a significant 
positive relationship was found between workplace output control and diabetes quality 
of life, showing that individuals coming from a workplace high in output control, where 




diabetes quality of life. Second, a significant positive relationship was found between 
workplace normative control and diabetes quality of life, showing that individuals 
coming from a workplace that has high levels of formal and informal consequences for 
the violation of norms, ethics, and organizational values also have a higher diabetes 
quality of life. This finding echoes previous research indicating that workers who fit into 
the “ideal-worker” norm use these norms to measure their own success (e.g., Blair-Loy, 
2003), which could explain why participants reported more positive perceptions of their 
quality of life. 
It was surprising that none of the workplace communicative environment 
variables significantly influenced diabetes self-management behaviors, particularly since 
the workplace communicative environment has been show to influence health 
management (Westerman et al., 2015). Yet, perhaps level of education and the industry 
in which participants are employed may affect the perceptions of control by the 
organization, thereby influencing diabetes self-management behaviors. Previous research 
by Choo and colleagues (2007) found that certain behaviors and values differed by 
organizational types (e.g., law firm, public health agency, and an engineering company).  
In the present study, nearly three-quarters of participants reported their industry of 
employment as educational services (46.7%), health care and social assistance (15.3%), 
and professional and business services (9.3%), and almost half (40.7%) had at least a 
graduate-level college degree. In comparison, previous studies examining the workplace 
communicative environment have surveyed undergraduate students who reported 




with a four-year degree employed with human resources (Rosenzweig et al., 2011). If 
the types of organizations an individual is employed in have different sets of behaviors 
and norms, these workplaces may create and enact different types of workplace 
communicative environments, thereby affecting the diabetes self-management behaviors. 
Further, lower education levels have been associated with decreased health outcomes for 
diabetes patients (Smith, 2004). 
Hypotheses 5 and 6 
Hypothesis 5 in Study 2 predicted that workplace information ownership and 
control would mediate the relationship between the workplace communicative 
environment and diabetes health outcomes. None of these relationships were fully 
mediated by workplace information ownership and control. Hypothesis 6 in Study 2 
predicted that workplace information ownership and control would mediate the 
relationship between the workplace communicative environment and diabetes health 
outcomes. None of these relationships were fully mediated by workplace information 
ownership and control. 
Overall, the lack of any significant findings for Hypotheses 5 and 6 was 
surprising. Previous research shows that people weigh both the risks and benefits when 
considering sharing health information in the workplace (Westerman et al., 2015), yet 
information control or ownership in the workplace did not mediate any of the 
relationships between workplace communicative environment and diabetes health 
outcomes in this study. One explanation may be that the privacy measures used in this 




Instead, other CPM measures, such as boundary permeability or anticipation of boundary 
turbulence, may be more impactful than information control and ownership on their 
own. 
Another study found that participants were less willing to disclose information to 
others in the workplace when the health information was considered stigmatizing and 
therefore, more private (Westerman et al., 2017). As mentioned previously, participants 
in this study, on average, did not perceive their diabetes information to be particularly 
private. While Westerman and colleagues (2017) found that increased perceptions of 
stigma are associated with heightened senses of privacy of health information, and 
Butler and Modaff (2016) indicated that diabetes is considered by many to be a 
stigmatizing illness, other researchers have found that transmittable diseases are often 
considered to be more stigmatizing (Liu, Canada, Shi, & Corrigan, 2012). Therefore, 
people with other conditions, such as HIV, may be more likely to keep that information 
hidden rather than those with diabetes. This may mean that diabetes as a condition may 
not be as stigmatized as previously thought. Future research should examine the 
influence of stigma within the diabetes context to further investigate how diabetes 
information is managed, as diabetes health outcomes can be affected by what is 
disclosed at work (Hakkarainen et al., 2016). Also, other conditions, such as HIV, should 
be examined to determine the impacts of workplace privacy management on health 






Contributions of the Present Study 
This study contributes to communication literature in several ways. First, this 
study examines both the unique intersections of family and health communication, and 
organizational and health communication. This study adds to the burgeoning body of 
research regarding family and health by examining a lesser-studied context affecting 
millions of individuals each year: diabetes. While many studies examine the biomedical 
aspects of diabetes, this study continues a needed area of conversation of how people 
manage their private information in the family. Further, while some studies have 
examined health within the workplace, the majority of studies focus on wellness 
program implementation (Ammendolia et al., 2016). This study expands upon family 
and organizational communication literature by examining interpersonal processes and 
communication regarding private health information (Westerman et al., 2015). Another 
contribution is the application of theory.  
Theoretical Implications 
 Several theoretical implications arose as a result of these studies. First, using 
Communication Privacy Management (CPM) to examine how people manage their 
private information in the family continues to extend the use of this established theory in 
the intersection of family and health communication by examining people with diabetes 
as the context. My study contributes to the growing body of research examining the 
ways in which family communicative environment influences privacy management 
tendencies. Specifically, studies have examined genetic cancer research (Rauscher et al., 




management (Kennedy-Lightsey & Frisby, 2016). While the results of this study did not 
find significance for the privacy models, it is still important to highlight the potential 
influences of privacy concepts on the relationships between communicative behaviors 
and health outcomes, particularly for diabetes patients (Carmon et al., 2008), since 
diabetes has been shown to have genetic components. Understanding how individuals 
with diabetes manage their private health information is important because of family 
health history implications (Thompson, Robinson, & Brashers, 2011). Second, while 
conversation and conformity orientations have been established as predictors of 
psychosocial outcomes and behavioral outcomes (Schrodt, Witt, & Messersmith, et al., 
2008), these studies investigated how the recently developed warm and cold conformity 
measures (Hesse et al., 2017) influence health outcomes. Testing these newer measures 
is important since a clearer understanding of the influence of communicative 
environments is necessary to continue striving to improve health outcomes in specific 
contexts. 
Third, this study expands the usage of family communication patterns theory 
(FCPT) constructs by adapting measures for the context of the workplace, while 
simultaneously examining privacy concepts in a population yet to be studied within the 
framework of CPM. Investigating a different communicative environment while testing 
FCPT concepts in the health context is particularly meaningful because while FCPT 
measures how families influence the development of family members’ beliefs and values 
(Kranstuber Horstman et al., 2018), the family is not the only place in which these 




contexts, such as the workplace, also have a substantive and long-lasting impact on how 
people communicate about their health. Future research should continue to examine 
FCPT constructs in non-family contexts to investigate how other types of relationships 
may create or reinforce communicative patterns. The final contribution of this study will 
be in the practical implications. 
Practical Implications 
This study examines how a person with diabetes’ privacy management behaviors 
impact the relationships between communicative environment and diabetes health 
outcomes. Specifically, understanding more about the communicative environment, as 
well as certain privacy management processes, will aid healthcare professionals in 
making health information management recommendations for diabetes patients 
regarding communicating with others in both the workplace and the family. My findings 
demonstrate the importance of the communicative environment’s influence on diabetes 
patients’ health outcomes. Specifically, my findings confirm previous research showing 
the importance of an open and supportive environment in the family, as well as the 
importance of understanding how rules and norms affect health outcomes. Knowing the 
elements of the family environment a patient comes from (and therefore, potential 
support or constraints) would provide pertinent information for healthcare providers. 
Further, providers would be able to more accurately make recommendations for 
healthcare management away from the clinical context, where the majority of diabetes 





Second, developing an intervention for the workplace is of interest. Magliano and 
colleagues (2018) note that employers should develop and implement programs to 
reduce the negative impacts of diabetes in the workplace (e.g., decreased productivity). 
Specifically, this study’s findings could inform the creation of an intervention for 
supervisors and colleagues of those at-risk of non-disclosure, which often leads to 
negative health outcomes (Westerman et al., 2015). If a diabetes patient recognizes that 
keeping his/her diagnosis and other diabetes-related information from coworkers may 
result in poorer health (e.g., more hypoglycemic or hyperglycemic events), and chooses 
to instead disclose that information, some negative health outcomes may be potentially 
mitigated. Yet, supervisors and colleagues may need assistance in creating a supportive 
communicative environment where a diabetes patient and employee may feel 
comfortable disclosing that information. Flynn and colleagues (2018) describe multiple 
studies that have found that communication is a key component in developing an 
effective workplace health intervention, yet determine that there is lack of studies 
examining exactly how communication may influence workplace health outcomes.   
Strengths, Limitations and Directions for Future Research 
 There were both strengths and limitations associated with this study. I will first 
describe the strengths of this study, followed by limitations, and then conclude with 
several directions for future research. 
Strengths 
 There were several strengths of this study. First, this study features a strong 




conformity orientations, which have both been previously established in the family 
context, in the unique context of the workplace. This particularly important this is an 
area of research that has been underdeveloped, but understanding more about the 
communication in an environment where one spends many hours daily should be of 
priority for organizational leaders. Specifically, this study adds to the literature 
surrounding health outcomes in the workplace by expanding upon how the 
communicative environment influences health outcomes, as well as how private health 
information is managed in the workplace. Second, the sample (employed adults with 
diabetes between the ages of 30-60) adds a practicality that an easier-to-access student 
sample would not have. 
Limitations 
 There were also several limitations of this study. First, the sample was not 
representative of type of diabetes or of ethnic background. The majority of people 
diagnosed with diabetes are type 2, yet this sample was fairly evenly split between 
individuals with both type 1 and type 2 diabetes. Further, the sample was primarily 
Caucasian and female. Because ethnic minorities are more likely to be diagnosed with 
diabetes than Caucasians (Espelt et al., 2008), future studies should purposefully recruit 
from a sample with more ethnic diversity. However, the larger-than-expected population 
of people with type 1 diabetes is supported by research showing that individuals with 
type 1 diabetes are more engaged in diabetes management than those with type 2 




more representative population of diabetes patients to investigate potential differences 
between those with type 1 and type 2 diabetes. 
 Second, the nature of the data collection is also a limitation for this study. First, 
because most of the participants were recruited from listservs, the potential population 
was limited to those who had access to the listservs. The majority of participants 
reported high levels of education, which was representative of the primary sources (a 
large southern university’s employee listserv) of recruitment. Participants in future 
studies should be more representative of a variety of education levels, particularly since 
diabetes is more prevalent for people with lower education and income levels (Espelt et 
al., 2008).  
 Third, some of the scales were specifically adapted for this study. For example, 
the scale measuring conversation orientation was adapted from the family to the work 
context. This scale adaptation has not been validated or tested prior to this study, so 
future research should be done to validate the scale. Further, in regression testing, I 
found that the family conversation orientation and the warm conformity orientation 
scales shared variance in a way that they don’t in PROCESS due to the fact that a current 
limitation to Hayes’ (2013) PROCESS macro is that only one independent variable can 
be run at one time. Further research should examine how and why explanatory variance 
is lost when these two scales are analyzed simultaneously. 
Directions for Future Research 
 While there were limitations, as previously addressed, these allow us to examine 




Management tenets in contexts outside of the family, specifically in the workplace. 
Understanding privacy management processes, particularly in regards to health issues, is 
important. While there were not many significant findings in Study 2, this study does 
allow for greater expansion into the intersection of health and organizational research. 
Second, warm/cold conformity orientation measures should continue to be examined. 
While these measures theoretically have merit, they did not hold up quite the way that 
was expected. In particular, it seems that conversation orientation and warm conformity 
orientation together tend to soak up, in a sense, some of the variance that they would not 
otherwise have if tested individually. Third, future research should examine the impact 
of other potential moderating factors, such as stigma, social support, and anxiety or 
depression, on the relationships between family and workplace communicative 
environments and diabetes-related health outcomes.  
Summary 
 As the number of individuals with diabetes increases, and the different types of 
diabetes continue to be expanded and explored, it will become more important to 
understand how individuals communicate about their private health information in both 
the family and the workplace. The results of this study show how family and workplace 
communicative environments influence an individual’s diabetes-related health outcomes, 
and how privacy may mediate these relationships. This information can be used to help 
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INFORMED CONSENT: IRB2018-0330 
 
Project Title: Privacy Management in the Family and the Workplace: Understanding 
People with Diabetes' Disclosure Processes 
 
You are invited to take part in a research study being conducted by Dr. Richard Street 
and Grace Brannon, researchers from Texas A&M University. The information in this 
form is provided to help you decide whether or not to take part. If you decide to take part 
in the study, you will be asked to sign this consent form. If you decide you do not want 
to participate, there will be no penalty to you, and you will not lose any benefits you 
normally would have. 
 
Why Is This Study Being Done? 
The purpose of this study is to better understand how people manage private health 
information in the family and the workplace. 
 
Why Am I Being Asked To Be In This Study?  
You are being asked to be in this study because you are an adult between the ages of 30-
60 and have been diagnosed with diabetes.  
 
How Many People Will Be Asked To Be In This Study? 
Up to 500 participants will complete the study. 
 
What Are the Alternatives to being in this study? 
You may choose to either participate or not participate in this project.  
 
What Will I Be Asked To Do In This Study? 
If you agree to be in this study, we would ask you to do the following things: You will 
be asked to answer an online questionnaire. Completion of the study will take about 45 
minutes. 
 
Are There Any Risks To Me? 
Although the researchers have tried to avoid risks, you may feel that some questions that 
are asked of you will be stressful or upsetting. You do not have to answer anything you 
do not want to. All responses will be confidential. No identifying information will be 
kept by the researchers. You may elect to discontinue participation at any time without 
penalty. 
 
Will There Be Any Costs To Me?  





Will I Be Paid To Be In This Study? 
A drawing will be held for five $20 Amazon e-gift cards upon all participants’ 
completion of the study. Chances of winning the e-gift card are 1 in 500.  
 
Will Information From This Study Be Kept Private? 
Information about you as they related to this study will be kept confidential to the extent 
permitted or required by law. People who have access to your information include the 
Principal Investigator and research study personnel. Representatives of regulatory 
agencies such as the Office of Human Research Protections (OHRP) and entities such as 
the Texas A&M University Human Subjects Protection Program may access your 
records to make sure the study is being run correctly and that information is collected 
properly.  
 
Who may I Contact for More Information? 
You may contact the Principal Investigator, Dr. Richard Street, to tell him about a 
concern or complaint about this research at r-street@tamu.edu. You may also contact the 
Co-Investigator, Grace Brannon, at gracebrannon@tamu.edu. 
 
For questions about your rights as a research participant, to provide input regarding 
research, or if you have questions, complaints, or concerns about the research, you may 
call the Texas A&M University Human Subjects Protection Program office by phone at 
1-979-458-4067, toll free at 1-855-795-8636, or by email at irb@tamu.edu.  
 
What if I Change My Mind About Participating? 
This research is voluntary and you have the choice whether or not to be in this research 
study. You may decide to not begin or to stop participating at any time.  If you choose 
not to be in this study or stop being in the study, there will be no effect on your 
relationship with Texas A&M University. 
 
By completing this survey, you are giving permission for the investigator to use your 
information for research purposes.  
Thank you, 
Richard Street, Ph.D. 
Grace Brannon, M.A. 
 
STATEMENT OF CONSENT 
I agree to be in this study and know that I am not giving up any legal rights by 
signing this form.  The procedures, risks, and benefits have been explained to me, 
and my questions have been answered.  I know that new information about this 
research study will be provided to me as it becomes available and that the 
researcher will tell me if I must be removed from the study. By signing below I 
confirm that I understand the purpose of the research and the study procedures. I 




participation without prejudice. I confirm that I am at least 18 years of age. I have 
read this consent form. My signature below indicates my willingness to participate 
in this study.  
 
__________________________________             
___________________________________ 




























Instructions: Please respond to the following demographic questions. 
 
1. What is your age? 
2. What is your ethnicity? 
African American  




Asian/Pacific Islander  
Other _____________ 
3. What is your highest level of education? 
Some high school  
High school diploma/GED equivalent  
Associate’s degree 
Bachelor’s degree  
Master’s degree or higher 
4. What is your sex? 
Male; female; other __________ 
5. What type of diabetes do you have? 
Type 1; type 2; other _____ 
6. In what type of industry are you currently employed? 
Educational services; Health care and social assistance; Professional and business 
services; Leisure and hospitality; Transportation and warehousing; Financial 
activities; Construction; Government; Retail; Wholesale trade; Mining and 
logging; Information; Utilities; Manufacturing; Military; Self-employed; 
Unemployed 
7.  To what degree do you consider diabetes-related information to be private? 






FAMILY CONVERSATION ORIENTATION 
Instructions: Please indicate your agreement with each of the following statements. 
Think of your family of origin (e.g., the family you grew up with). 
(7) strongly agree, (6) agree; (5) moderately agree, (4) are undecided, (3) moderately 
disagree, (2) disagree, or (1) strongly disagree 
 
1. In our family of origin, we often talked about topics like politics and religion 
where some persons disagreed with others. 
2. My parents would often say something like “Every member of the family should 
have some say in family decisions.” 
3. My parents often asked my opinion when the family talked about something. 
4. My parents encouraged me to challenge their ideas and beliefs. 
5. My parents often said something like “You should always look at both sides of 
an issue.” 
6. I usually told my parents what I was thinking about things. 
7. I could tell my parents almost anything. 
8. In our family we often talked about our feelings and emotions. 
9. My parents and I often had long, relaxed conversations about nothing in 
particular. 
10. I really enjoyed talking with my parents, even when we disagreed. 
11. My parents encouraged me to express my feelings.  
12. My parents tended to be very open with their emotions. 
13. We often talked as a family about things we did during the day, 
14. In our family, we often talked about our plans and hopes for the future. 






FAMILY CONFORMITY ORIENTATION 
 
Instructions: Please indicate your agreement with each of the following statements. 
Think of your family of origin (e.g., the family you grew up with). 
 
(7) strongly agree, (6) agree; (5) moderately agree, (4) are undecided, (3) moderately 
disagree, (2) disagree, or (1) strongly disagree 
 
1. My family insisted on having regular family dinners together.  
2. My parents insisted family members respect one another.  
3. My parents encouraged family members to engage in fun activities such as movies or 
vacations together.  
4. Everyone was expected to honor the family rules set up by my parents. 
5. My parents expected family members to be honest with one another.  
6. My parents expected me to respect elders such as grandparents.  
7. My parents had strong expectations about my homework and academic success.  
8. In my home, the family followed traditions (such as praying before meals and 
household chores).  
9. I was expected to spend time with my family during evenings and weekends.  
10. My parents encouraged us to have strong emotional attachments to other family 
members.  
11. In my family, parents often set unrealistic rules that they expected us to follow.  
12. My parents were often upset if I didn’t see eye to eye with them.  
13. My parents did not allow children much privacy. 
14. My parents enforced strict rules about dating.  
15. My parents often felt they needed to make decisions for me.  
16. My parents discouraged me from forming close relationships outside the family.  
17. My parents did not trust that I could make my own decisions.  






FAMILY INFORMATION OWERSHIP 
Instructions: Please indicate your agreement with each of the following statements. 
Think of your family of origin (e.g., the family you grew up with). 
 
(7) strongly agree, (6) agree; (5) moderately agree, (4) are undecided, (3) moderately 
disagree, (2) disagree, or (1) strongly disagree 
 
1. I have limited the personal information about diabetes shared with my family. 
2. I use shorthand (e.g., pseudonyms or limited details) when discussing sensitive 
information about diabetes so others have limited access to know my personal 
information. 
3. If I think that information about diabetes I discussed with my family is too private, I 
might ask them to forget about it/not talk about it. 
4. I don’t discuss certain topics with my family because I worry who they share the 
diabetes information with. 
5. Knowing intimate details about my family, makes me feel I should keep their 






FAMILY INFORMATION CONTROL 
Instructions: Please indicate your agreement with each of the following statements. 
Think of your family of origin (e.g., the family you grew up with). 
 
(7) strongly agree, (6) agree; (5) moderately agree, (4) are undecided, (3) moderately 
disagree, (2) disagree, or (1) strongly disagree 
 
1. I feel that I “own” my health information about diabetes. 
2. Others do not have the right to share my health information about diabetes. 
3. I asked my family not to share the health information about diabetes with anyone 
else.  
4. We never discussed if my family could share the health information about 
diabetes with others. 
5. I was clear about who my family could tell/not tell the health information about 
diabetes. 
6. Before I shared the health information about diabetes with my family, I asked 
them not to share the information with anyone. 
7. After I shared the health information about diabetes with my family, I asked 
them not to share the information with anyone. 
8. I never asked my family to keep the health information about diabetes to 
him/herself.  
9. Although I did not ask my family not to, s/he knows not to tell others.  
10. I know that my family won’t share my health information about diabetes even if I 






WORKPLACE CONVERSATION ORIENTATION 
Instructions: Please indicate your agreement with each of the following statements, 
thinking of your current workplace. 
 
(7) strongly agree, (6) agree; (5) moderately agree, (4) are undecided, (3) moderately 
disagree, (2) disagree, or (1) strongly disagree 
 
 
1. In my workplace, employees often talk about topics like politics and religion 
where some persons disagree with others. 
2.  In my workplace, supervisors often say something like “Every member of the 
organization should have some say in workplace decisions.” 
3. My opinions are often asked when decisions in the workplace are being made. 
4. In my workplace, it is encouraged to challenge others’ ideas and beliefs.  
5. In my workplace, it is encouraged to look at both sides of an issue.  
6. I usually tell my colleagues what I am thinking about things. 
7. I can tell my colleagues almost anything. 
8. In my workplace we often talk about our feelings and emotions. 
9. My colleagues and I often have long, relaxed conversations about nothing in 
particular. 
10. I really enjoy talking with my colleagues, even when we disagree. 
11. In my workplace, it is encouraged to express feelings.  
12. In my workplace, people tend to be very open with their emotions. 
13. In my workplace, we often talk about things we have done during the day, 
14. In my workplace, we often talk about our plans and hopes for the future. 








Instructions: Please indicate your agreement with each of the following statements, 
thinking of your current workplace. 
 
(7) strongly agree, (6) agree; (5) moderately agree, (4) are undecided, (3) moderately 
disagree, (2) disagree, or (1) strongly disagree 
 
1. In this organization, employees are clear about their roles and objectives. 
2. In this organization, the extent to which objectives are met is monitored. 
3. In this organization, if objectives are not met employees are required to explain 
why. 
4. In this organization, feedback is given to employees concerning the extent to 
which they achieve their objectives. 
5. In this organization, there are written rules concerning many organizational 
activities. 
6. In this organization, written rules are strictly enforced. 
7. In this organization, written rules and procedures are followed. 
8. In this organization, there are clear formalized procedures for resolving conflict 
in this organization. 
9. When employees violate important norms, peer pressure is used to correct their 
behavior (e.g., if an employee is known to free ride, his colleagues will try to 
change her or his behavior). 
10. Violations of unwritten norms are punished (e.g., employees who always gossip 
are shunned). 
11. Employees who violate important organization values/ethics are disciplined (e.g., 






WORKPLACE INFORMATION OWNERSHIP 
Instructions: Please indicate your agreement with each of the following statements, 
thinking of your current workplace. 
 
(7) strongly agree, (6) agree; (5) moderately agree, (4) are undecided, (3) moderately 
disagree, (2) disagree, or (1) strongly disagree 
 
1. I have limited the personal information about diabetes shared in my workplace. 
2. I use shorthand (e.g., pseudonyms or limited details) when discussing sensitive 
information about diabetes so others have limited access to know my personal 
information. 
3. If I think that information about diabetes I discussed with my colleagues is too private, 
I might ask them to forget about it/not talk about it. 
4. I don’t discuss certain topics with my colleagues because I worry who they share the 
diabetes information with. 
5. Knowing intimate details about my colleagues, makes me feel I should keep their 






FAMILY INFORMATION CONTROL 
Instructions: Please indicate your agreement with each of the following statements, 
thinking of your current workplace. 
 
(7) strongly agree, (6) agree; (5) moderately agree, (4) are undecided, (3) moderately 
disagree, (2) disagree, or (1) strongly disagree 
 
1. I feel that I “own” my health information about diabetes. 
2. Others do not have the right to share my health information about diabetes. 
3. I asked my colleagues not to share the health information about diabetes with 
anyone else.  
4. We never discussed if my colleagues could share the health information about 
diabetes with others. 
5. I was clear about who my colleagues could tell/not tell the health information 
about diabetes. 
6. Before I shared the health information about diabetes with people in my 
workplace, I asked them not to share the information with anyone. 
7. After I shared the health information about diabetes with my colleagues, I asked 
them not to share the information with anyone. 
8. I never asked my colleagues to keep the health information about diabetes to 
him/herself.  
9. Although I did not ask my colleagues not to, s/he knows not to tell others.  
10. I know that my colleagues won’t share my health information about diabetes 






DIABETES QUALITY OF LIFE 
 
Instructions: Please indicate your agreement with each of the following statements. 
(1) Very dissatisfied/very often, (2) dissatisfied/often, (3) neither, (4) satisfied/not 
often, (5) very satisfied/rarely  
1. How satisfied are you with your current diabetes treatment? 
2. How satisfied are you with the amount of time it takes to manage your 
diabetes? 
3. How often do you find that you eat something you shouldn’t rather than tell 
someone that you have diabetes? 
4. How often do you worry about whether you will miss work? 
5. How satisfied are you with the time it takes to determine your sugar level? 
6. How satisfied are you with the time you spend exercising? 
7. How often do you have a bad night’s sleep because of diabetes? 
8. How satisfied are you with your sex life? 
9. How often do you feel diabetes limits your career?  
10. How often do you have pain because of the treatment for your diabetes? 
11. How satisfied are you with the burden your diabetes is placing on your 
family? 
12. How often do you feel physically ill? 
13. How often do you worry about whether you will pass out? 
14. How satisfied are you with time spent getting checkups for your diabetes? 






DIABETES SELF-MANAGEMENT BEHAVIORS 
 
Instructions: The following statements describe self-care activities related to your 
diabetes. Thinking about your self-care over the last 8 weeks, please specify the extent to 
which each statement applies to you. 
 
(3) Applies to me very much, (2) Applies to me a considerable degree, (1) 
Applies to me to some degree, (0) Does not apply to me 
 
1. I check my blood sugar levels with care and attention. OR Blood sugar 
measurement is not required as a part of my treatment. 
2. The food I choose to eat makes it easy to achieve optimal blood sugar levels. 
3. I keep all doctors’ appointments recommended for my diabetes treatment. 
4. I take my diabetes medication (e. g. insulin, tablets) as prescribed. OR 
Diabetes medication / insulin is not required as a part of my treatment. 
5. Occasionally I eat lots of sweets or other foods rich in carbohydrates. 
6. I record my blood sugar levels regularly (or analyse the value chart with my 
blood glucose meter). OR Blood sugar measurement is not required as a part 
of my treatment 
7. I tend to avoid diabetes-related doctors’ appointments. 
8. I do regular physical activity to achieve optimal blood sugar levels. 
9. I strictly follow the dietary recommendations given by my doctor or 
diabetes specialist. 
10. I do not check my blood sugar levels frequently enough as would be 
required for achieving good blood glucose control. OR Blood sugar 
measurement is not required as a part of my treatment. 
11. I avoid physical activity, although it would improve my diabetes. 
12. I tend to forget to take or skip my diabetes medication (e. g. insulin, tablets). 
OR Diabetes medication / insulin is not required as a part of my treatment. 
13. Sometimes I have real ‘food binges’ (not triggered by hypoglycaemia). 
14. Regarding my diabetes care, I should see my medical practitioner(s) more 
often. 
15. I tend to skip planned physical activity. 








If you wish to be entered into the drawing for one of ten $20 Amazon e-gift cards, please 
enter your email address here: ________________. 
 
 
 
 
